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Conducted by Victor’E. Costanzo, M. H. A. 


Significant trend in 


NEW BILL SOOTHES FEELINGS 


This financial picture led to pres- 
sure, particularly on the part of 
organized labor, for liberalization of 
the benefits. The State Chamber of 
Commerce opposed such a move on 
the ground that the reserve funds 
might well be needed in less pros- 
perous years; also, on the ground that 
the wider the scope of benefits under 
the State fund, the more difficult it 
would be for private carriers to com- 
pete for this business. The final out- 
come was passage of a bill, on July 
1, 1949, which provided for payment 
of $8.00 per day to hospitalized 
beneficiaries, up to 12 days of hos- 
pitalization. This was in addition to 
all the other benefits available under 


| the law which went into effect on 


January 1, 1950. The $8.00 per day 
is paid directly to the worker as an 
indemnity; there is no stated require- 


| ment that he apply it on his hospital 


bill. 

It is estimated that about two- 
thirds of the eligible workers in 
California are covered under the 
State fund and the remaining one- 
third are covered by private carriers. 
About 2,500,000 workers are covered 
altogether. 


A TREND? 


The third state to enact “cash 
sickness” legislation was New Jersey. 
As in the case of Rhode Island and 
California, New Jersey found itself 
with a large surplus in its unemploy- 
ment compensation fund. By the 
time of the enactment of the cash 
sickness law, June 1, 1948, em- 
ployees’ contributions to the un- 
employment fund had amounted to 
$220,000,000. 


COMPARISON OF LAWS 


In New Jersey, the cash sickness 
law was entitled the Temporary Dis- 
ability Benefits Law. It follows, in 
general, the pattern of the California 


state legislation, III 


law, but with these differences: pri- 
vate plans need only provide benefits 
equal to those of the state plan, not 
better as in California; if a majority 
of the employees of a firm elect a 
private plan, all the employees of the 
firm must come under it (In Cali- 
fornia, only those employees who 
have voted for a private plan need 
come under it.); the employer pays 
part of the contribution (In Califor- 
nia, the employee pays the whole one 
per cent assessment. In New Jersey, 
the employee pays 34 of one per cent 
and the employer the remaining 1%, 
the latter figure being subject to 
merit-rating based on at least two 
years’ experience.). Firms with four 
or more employees are included, and 
it is estimated that some 1,600,000 
persons are covered. 


FUNDS SWITCHED 


To start the plan, $50,000,000 
was transferred from the unemploy- 
ment fund surplus, and the amounts 
which employees would have paid in- 
to the unemployment fund during the 
last seven months of 1948 were also 
transferred. Benefits began to be 
paid on January 1, 1949. It is esti- 
mated that about 51 per cent of the 
eligible employees are covered under 
private plans, the remaining 49 per 
cent being under the state plan. 
Benefit payments during the first 
year (1949) totalled $16,000,000. 

In the State of Washington, the 
legislature passed a bill early in 1949 
calling for a disability compensation 
program generally similar to that of 
California. However, a petition for 
submission of this act to a referen- 
dum vote has been successfully circu- 
lated, and the voters will determine 
its fate at the November, 1950, 
general election. The Washington 
legislation was a new departure in 
one respect: it was the first which 





to one 


1This bill was defeated by a_ three 
majority. 


(Continued on page 8A) 
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Dresaribe, Travert. 


e To replenish glycogen stores 

¢ To minimize protein catabolism by exerting a protein-sparing action 
e To prevent ketosis by facilitating the effective metabolism of fat 

e To help maintain hepatic function 


Travert makes possible the administration of high caloric infusions, 
with minimal discomfort and inconvenience to the patient 


10% Travert solutions are available in water or in saline 

They are sterile, crystal clear, nonpyrogenic 

150 cc., 500 cc., 1000 cc. sizes 

for complete information, simply write ‘‘Travert’’ on your Rx and mail fo us 
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(Continued from page 6A) 
proposed to start off without the 
benefit of a backlog built up from 
employees’ prior contributions to the 
unemployment fund. 


NEW YORK’S PROGRAM 


New York State’s Disability Bene- 
fits Law, signed by Governor Dewey 
on April 13, 1949, is the latest state 
legislation of this kind to be enacted, 
and is generally considered to be the 
most “advanced.” It is administered 


by the Workmen’s Compensation 
Board, instead of being tied to Un- 
employment Compensation as in the 
other states. Thus, federal supervision 
is avoided. Then, too, the law places 
substantial financial responsibility 
upon the employers as well as the 
workers: employees will be taxed 
one-half of one per cent of wages 
(not to exceed 30 cents per week), 
after July 1, 1950, and employers 
are responsible for all costs in excess 
of the amount of the employees’ 
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If you are a friend from one of more than 
200 BUREAU directed hospital campaigns 
or from one of our 2650 other fund-raising projects; 
if there is cordial counsel we can give you; if we 
can help you in any fashion or just greet you 
as a co-worker—please make our booth a 
point of interest. 


AMERICAN CITY BUREAU 


221 N. La Salle, Chicago (1), Illinois 
Portland, 








contributions. This makes it worth 
the employers while to provide effi- 
cient administration and to maintain 
a high standard of working conditions 
so as to keep utilization at a mini- 
mum. Finally, the law is designed to 
encourage rather than to discourage 
private coverage through collective 
bargaining; the government’s role is 
limited to the setting up of mini- 
mum standards. The state fund will 
operate like an insurance company 
and will even be subject to the 
regular two per cent premium tax as 
are the private carriers. 

Until July 1, 1950, when benefits 
first became payable, a “starting 
fund” was built up by equal tem- 
porary assessments on employees and 
employers from January 1 to June 
30, 1950. 

Coverage extends to firms with 
four or more employees. This is ex- 
pected to take in about 175,000 em- 
ployers with 6,000,000 workers. It 
is estimated that the annual cost 
will be in the neighborhood of 
$100,000,000. 

The New York plan is designed to 
be a self-supporting program, with 
no drain on public funds. It remains 
to be seen whether or not industry 
will take advantage of this oppor- 
tunity to provide adequate coverage 
through private means; success in so 
doing will serve as a strong argument 
against the need for governmental 
administration of non-occupational 
disability compensation. 

This concludes a reprint from the 
Blue Cross Bulletin. 





New Books 


Nursing Service Research 


By Bredenberg, R.N., Viola C. Phila- 
delphia: J. B. Lippincott Company, 
1951. Pp. 170. Price $5.00. 

This is an excellent and highly desir- 
able reference book that can be used by 
directors of nursing service and hos- 
pital administrators as a guide in clari- 
fying the many complex problems con- 
fronting nursing service and nursing 
education. Directors and administrators 
engaged in the field of hospital admin- 
istration and in the service of the sick 
will welcome this scholarly study, so 
timely and appropriately forthcoming 
to help solve nursing care problems in 
hospitals today. 

The author in her study points out 


that the need for better care and service 
(Continued on page 12A) 
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(Continued from page 8A) 


to patients is imperative. Nursing serv- 
ice, due to shortage of professional per- 
sonnel and constantly expanding facili- 
ties to accommodate the patients in our 
institutions, has been forced to dele- 
gate any of the non-professional func- 
tions to auxiliary personnel. The result 
has been, in some instances, inefficient 
and poor nursing service. Administrators 
are aware of and realize the seriousness 
of the problems confronting nursing 
service and are eagerly seeking mears 
and ways for improvement. 

The author through a clear, concise, 
and systematic analysis of one years 
research study in nursing service has 
developed principles and methods for 
improving nursing service, both quanti- 
tatively and qualitatively. Analysis of 
data obtained in the pilot study indi- 
cated that favorable conditions existed 
to increase the quantity and quality of 
nursing care provided the nursing serv- 
ice personnel could be organized so as 
to function at its highest potential. The 
author agrees that formation of nursirg 
service teams is the only practical solu- 
tion for providing optimum nursirg 
service in present conditions. 


Miss Bredenberg in her study sets 
out to determine through experimental 
observation some means and methods 
for improvement in nursing service, 
from the standpoint of both quality and 
quantity. She seeks to determine the 
best method of assignment and the most 
economical use of both professional and 
non-professional personnel. Integrated 
nursing service teams were formed. 
Functional analysis, observation and 
time studies indicated that in the pres- 
ent dilemma the new concept of team 
work was superior to the traditional 
case method of assignment. 

Miss Bredenberg established six spe- 
cific aims in her attempt to further 
evaluate nursing service teams. The re- 
sults of the experimental one-group 
method for conducting controlled scien- 
tific, applied research is graphically il- 
lustrated by the use of various charts 
and graphs. She submits data of experi- 
mental study on: 

1. Hours of nursing care per patient 
need for optimum nursing care. 

2. The proportion of non-professional 
to professional nurses in the nursing 
care team. 

3. The distribution of nursing activi- 
ties among the various levels of workers. 


4. Factors in quantitative and quali- 
tative nursing care. 

5. Factors in a sound clinical situa- 
tion for the education of student nurses. 

6. Suggested methods and standards 
that will be general in their application. 

The author in her conclusion defines 
and emphasizes several points. She de- 
fines the team concept in this particular 
study as the professional graduate nurse 
and one or more auxiliary nurses work- 
ing with her under her direction. Miss 
Bredenberg presents the organization of 
this team according to functions and 
responsibility and their relationship to 
other nursing service personnel. The 
professional nurse has direct responsi- 
bility for the quality of nursing care 
to the patient and is therefore responsi- 
ble for the assignment of functions 
and supervision to all personnel on the 
nursing team. Supplementation of the 
graduate nurse with trained auxiliary 
personnel is the only apparent solution 
for the existing nursing situation. 

The author stresses the need for ef- 
fective in-service training both for pro- 
fessional and non-professional personnel 
if good team functioning and relation- 
ship is to be maintained. “Administra- 

(Continued on page 14A) 
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(Continued from page 12A) 

tors,” the author says, “have grave re- 
sponsibilities to their graduate nurses. 
They must prepare them for their new 
role and they must prevent by every 
means any discouragement not infre- 
quently occasioned by the present nurs- 
ing situation.” The author points out 
that there is a high degree of correla- 
tion between successful team function- 
ing, and the amount of preparation and 
training given to every member of the 
nursing staff relative to team function- 
ing. 

Another important conclusion stressed 
by Miss Bredenberg is that each hos- 
pital is responsible for its own nursing 
service program and must determine the 


quantity and quality of its service to 
the patient. Functional analysis, organi- 
zation and administration must be 
studied and be adapted to local needs. 

The second part of the book is very 
valuable from the standpoint of research 
in nursing service. The author has in- 
corporated the results achieved through 
the job analysis as a basis for the cur- 
rent report on specific means and meth- 
ods for improved nursing service. A 
complete job description of individual 
duties and responsibilities for all mem- 
bers of the nursing staff is included. 
The purposes of the job description are 
sound and in accordance with recognized 
principles of organization and adminis- 

(Continued on page 54A) 
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September 


National Conference of Catholic Char- 
ities and the St. Vincent de Paul 
Society 

September 14-20, Annual Meeting, 
Detroit, Michigan 

American College of Hospital Adminis- 

trators 
September 15-17, St. Louis, Missouri 

American Association of Nurse Anes- 

thetists 
September 16-20, St. Louis, Missouri 
American Association of Medical Rec- 
ord Librarians 
September 17-20, St. Louis, Missouri 
American Hospital Association 
September 17-20, Convention, St. 
Louis, Missouri 


October 
Catholic Hospital Association, Regional 
Workshop on Hospital Problems 


October 15, 16, 17, Fargo, North 
Dakota 
November 
American College of Surgeons, 37th 
Annual Clinical Congress 
November 5-9, San Francisco, Cali- 
fornia 
Nebraska Conference of Catholic Hos- 
pitals 
November 15-16, Paxton Hotel. 


Omaha, Nebraska 
Ontario Conference of Catholic Hos- 
pitals 
November 15-16, Toronto, Ontario, 
Canada 
Catholic Hospital Association, Regional 
Workshop on Hospital Problems 
November 7, 8, 9, Buffalo, New York 
Catholic Hospital Association, Regional 
Workshop on Hospital Problems 
November 12, 13, 14, Atlanta, Georgia 
Catholic Hospital Association, Council 
on Hospital Administration 
(Tentative), St. Louis, Missouri 
Catholic Hospital Association, Council 
on Nursing Service 
(Tentative), St. Louis, Missouri 


December 
American Medical Association, Fifth 
Annual Clinical Session 
December 4-7, Sam Houston Col- 
iseum, Houston, Texas 
Meeting of Administrative Board 
December 13 (Tentative), Cincinnati, 
Ohio 
Meeting of Executive Board 
December 13 (Tentative), Cincinnati, 
Ohio 
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About civil defense: we can’t take it or leave it 


AN EDITORIAL 


AUGUST, 1951 


HIS is a brief fictitious tale. 

It concerns a farmer in the tornado 
belt in Kansas, who stubbornly refused to 
build a storm cellar. “Never had a tor- 
nado in these parts since my dad was a 
youngster,” he said. “Why waste time 
and money on a contraption you'll never 
need?” 

He didn’t build a storm refuge. 

One day, a tornado struck. 

Foolish man? Of course. Farmers in 
the midwestern tornado belt simply don’t 
take chances like that, and storm cellars 
are common throughout the region. They 
don’t gamble on a natural disaster which 
is completely unpredictable. They hope 
and pray that it will never strike, but 
they know that it may, on any hot sum- 
mer afternoon. And so they get ready 
for it. 

Today, we, in our hospitals, are in 
much the same position as the above fic- 
titious farmer. For some years now, we 
have been living uneasily under the 
shadow of the awesome Frankenstein 
which man has fashioned out of the very 
substance of matter. At first, the world 
was shocked, for here was the ultimate 
abomination, the final refinement which 
threatened to wipe out civilization — per- 
haps the human race. But the first shock 
wore off; the stories of Hiroshima became 
commonplace, and eventually man’s 
senses became dulled to fear. It wouldn’t 
happen. It couldn’t happen — at least not 
here. 

But it can. Thousands of prayers for 
peace are rising to Heaven every day, and 
we hope fervently that the prayers will 
be heard, that Russia will be converted, 
that peace will replace armed-to-the-teeth 
truce. But the abominable shadow still 
blackens the horizon. We must build 
storm cellars. 

What have we done so far? A few cities 


—count them on the fingers of one 
hand — have gone beyond the stage of 
preparedness talk and have, in the face 
of public apathy, set up workable civil 
defense organizations. Other towns have 
carried civic pride to the point of claim- 
ing top priority as target areas, after 
which they have virtually subsided on 
the laurels of this strangest of all dis- 
tinctions — the privilege of being bombed 
first in a war. 

What have the hospitals done? Some 
few have shouldered the burden fully. 
They have developed disaster organiza- 
tions and tried them out in practice. 
Others have at least given considerable 
thought to the matter, and have worked 
out paper plans. Still others, in regions 
more or less remote from “prime target 
areas,” have commendably concentrated 
on developing sources for blood banks in 
case of an emergency. But many, many 
hospitals, even in large industrial cities, 
have merely paid lip service to prepared- 
ness. 

The heart of the matter lies here: hos- 
pitals, along with other health agencies 
and .civil authorities, will have to take 
the leadership in this matter of civil de- 
fense. In many cities, some of them im- 
portant ones, very little has been done 
about preparedness beyond vague conver- 
sation across a conference table. Perhaps 
that is the result of the remoteness of the 
entire subject plus the business-as-usual 
groove in which it is so easy to travel. 
But unless the leaders, ail the leaders in- 
cluding the hospitals, become alerted to 
the danger and rouse themselves from 
their lethargy, there is a good chance that 
an enemy could deal this country a blow 
from which it would never recover. With 
the proper organization of the agencies 
and services concerned, with the proper 
indoctrination of the people, we can face 
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whatever comes with some confidence. Without 
these factors we court chaos. 

Dr. Marcus Kogel, whose 36th Convention ad- 
dress is condensed in this issue, brought out this 
latter fact clearly. He also dwelled at length on 
the consequences of atomic, biological, and chemi- 
cal warfare. But it was not his purpose to chill 
his listeners with a tale of horrors; rather, he 
wanted to imbue them with the same sense of 
urgency that has impelled him to speak time and 
again on this subject to workers in the health field. 
Afterwards, we talked to some of the audience. They 
were solemn and awe-struck —and yet one came 
away with the melancholy conviction that they 
would go home and do nothing. 

The time has come for Catholic hospitals to 
shoulder the added burden of leadership in this 
matter. The time has come for more institutions 
to follow the example of Holy Family Hospital in 
Brooklyn, which has a civil defense program de- 
scribed in these pages. The burden of leadership is 
never easy, but it is ours — we have no choice. 

Besides, there is this: civil defense organization 
will serve in any disaster, including floods, explo- 
sions, railroad wrecks, tornadoes. Whenever fast, 
smooth, life-saving action is needed this organiza- 
tion will spring to life. 

Above all, while preparing for the worst, we must 
double and redouble our prayers. In a sense, the 
atomic bomb brings to a full cycle the age of ma- 
terialism; here, one could say, is the ultimate proof 
that matter is death. Perhaps the world can yet be 
made to realize that not in the material, but in the 
spiritual lies its salvation. 


THE PROBLEM 
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Civil defense and the hospital: 1. 





the problem of insufficient beds; 


No glib solutions 


OSPITAL problems are seldom solved, bril- 

liantly and conclusively, in one bold stroke. 
Some are not solved at all, but become simply 
obsolete; others are hardy perennials, and hospitals 
have learned to live with them. Finally, there are 
certain problems which wear away gradually as a 
result of a process of attrition: many workers in 
many hospitals whittle away at the trouble spot 
until the difficulty is overcome. 

The 36th Annual Convention threw into sharp 
relief certain problems — shortages of personnel and 
equipment, high costs — which are not necessarily 
new but are becoming daily more acute as a direct 
result of present emergency conditions. Most of 
them belong in the hardy perennial classification, 
but it is no longer possible to lament and ignore. 
The process of attrition will have to start. 

The following section of HospitaL PROGRESS 
presents, in condensed form, certain Convention 
addresses bearing on the above problems. In some 
of the talks an attempt was made to peer into a hazy 
future — not an easy task at a time when the haze 
has thickened into a black smoke screen. Other ad- 
dresses felt their way to solutions of the aggravated 
problems the future threatens to hold. One would 
not expect to find unequivocal answers; there are 
none. But there is considerable sound thinking here; 
there is frequent evidence of a fresh approach. 

In a word, the answers supplied here are part of 
the attrition process; neither conclusive nor all- 
embracing, they nevertheless point the way. 


FUNCTIONAL HOSP. ORGANIZATION 


FOR DISASTER 








2. location of first aid stations; 3. what to do with 
non-ambulatory casualties; 4. organizing the hospital for disaster. 
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Unpredictable . . . 


but 


Community planning 


E IN the City of New York 

are in the process of training 
instructors who will reach out to give 
an eight-hour course in self help and 
neighbor help of the injured, to all 
the adults of the City of New York. 
The New York State Department of 
Health under the able leadership of 
Dr. Herman Hilleboe, is to be highly 
commended for the publication of the 
guide for Self Help and Neighbor 
Help of the Injured. : 

The numbers of people who will 
perish from lack of prompt and 
proper care will be in direct relation 
to our training and discipline and to 
the size of the army of volunteers 
ready to help us carry the burden of 
civil defense. 

Atomic bombs are the most de- 
structive agents but medical defense 
has likewise to be ready for chemical, 
biological, and psychological attacks. 
Since a combination of weapons may 
multiply many times the harm done 
by any one of them, the enemy may 
choose a simultaneous attack by sev- 
eral of them. 

The hospital system of a commu- 
nity is the produce of organic growth 
and of systematic planning. Its de- 
velopment is conditioned by tradition 
as well as by experience. The success 
of its operation depends on the 
proper blending of established prac- 
tice with intelligent adjustment to 
new situations. 

But there is no precedent in our 
country for the adaptation or conver- 
sion of a community hospital system 
to the requirements of modern war- 
fare. This challenge is completely 
new, quantitatively as well as quali- 
tatively. The greatest difficulty is 
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... Dr. Marcus D. Kogel 


that the conversion from peacetime 
to catastrophe service may have to 
be instantaneous. For an indefinite 
time to come, we have to be ready — 
every day and every hour — to 
switch from our routine hospital pro- 
gram to one geared to cope with a 
major atomic or related catastrophe. 


DOUBLE RESPONSIBILITY 


Currently, we have the double re- 
sponsibility of providing continu- 
ously, hospital care of good quality, 
according to the best peacetime 
standards; and simultaneously, of 
maintaining for an indefinite period a 
state of readiness for a possible dis- 
aster of unprecedented proportions. 

We must not lose sight of other 
important aspects of medical mo- 
bilization. Target areas must be 
prepared with a plan for the pre- 
bombing evacuation of the chroni- 
cally ill, the young, the aged, and 
the infirm; although it seems hardly 
likely that our intelligence services 
would be able to make a prediction 
sufficiently accurate to chance so 
troublesome and difficult a venture. 
On the other hand, following a bomb- 
ing, as soon as transportation can be 
spared from the disaster victims, the 
movement of these people from a 
stricken city would be very desirable. 
Neighboring communities must be 
prepared to accept these evacuees. 
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The articles in the following 
section, pp. 229-246 incl., are 
adapted from addresses at the 
36th Annual Convention. 
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The community 
and the hospital 


plan for 
TOTAL WARFARE 


This involves the provision of health 
and inspection services at registration 
points, at collecting and entraining 
points, with transportation units; and 
complete medical and health service 
arrangements at detraining points 
and reception centers. 

We in New York City are well 
aware of the magnitude and complex- 
ity of the medical assistance action 
which may have to come from our 
neighbors. It will be a tremendous 
challenge of medical and _ public 
health ingenuity to receive and re- 
settle ten thousands of sick and in- 
jured, infirm, aged, as well as 
tuberculous and other chronically 
ill and, most of all, the overflow 
of bombing victims suffering from 
a variety of injuries. I hope 
that such a movement of injured and 
sick will not become necessary — but 
we must plan and be ready for every 
eventuality. 

Within the stricken city itself 
health services are essential not only 
in the first aid stations and hospitals 
but in the emergency centers where 
survivors must be provided with tem- 


‘porary shelter, food, clothing, and 


other assistance as needed. In the 
type of disaster for which we must 
be prepared, there will be many 
people in these emergency shelters 
who under ordinary conditions would 
have been hospitalized, and others 
who will need to be hospitalized. 
Pregnant women are in particular 
difficulties since there is a significant 
increase in abortions and premature 
births following an atomic attack. 

In fact, we must consider addi- 
tional instructions for pregnant 
women as part of the self help and 
neighbor help courses so that they 
will be prepared to help themselves 
at delivery under disaster conditions. 

Under normal conditions, commun- 
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ity organization follows a blueprint 
drawn up according to size, lo- 
cation, specific patterns, and develop- 
ments of the community involved. To 
insure effective functioning, central 
and local considerations are weighed 
and balanced properly. Business, resi- 
dential, industrial and, particularly, 
health and medical care problems — 
each of them has its place. How very 
different, how much more complex is 
community planning for civil de- 
fense! A new organization has to be 
superimposed on an established and 
functioning organization. New facili- 
ties and services have to be incor- 
porated into existing ones, and this 
with a minimum of interference. Our 
task is particularly complicated by 
the fact that a civil defense program 
has to be flexible, adjustable to the 
requirements of the emergency; and 
the emergency for which we must 
plan is without precedent. 

We must consider in civil defense 
planning that each community has 
two patterns of population distribu- 
tion — one during the day and one 
at night. In New York City, for in- 
stance, each day millions of people 
travel from their homes in the pe- 
riphery to their places of work in the 
central parts of the city. The com- 
plete scope of this mass migration is 
_ not known. One of the known facts, 
namely, that 3,500,000 people enter 
Manhattan south of 60th Street every 
work-day, may suffice to illustrate the 
magnitude of the population shift. 


TWO CIVIL DEFENSE 
PATTERNS NEEDED 


Since there are two patterns of 
population distribution, we need two 
patterns for civil defense, especially 
for medical defense. Not only are the 
masses of the people distributed dif- 
ferently at day and night but all 
those on whom we depend for rescue 
and help are distributed differently, 
too. The physicians are at home or 
in their offices, and so are the ma- 
jority of the volunteers. Moreover, at 
nighttime, families are united, each 
family forming a nucleus of home de- 
fense drawing strength and fortitude 
from this very unity and solidarity. 
During daytime, most families are 
split up, responsibility for the chil- 
dren may be with one, rather than 
two parents, and much mental anxi- 
ety is added to the physical shock 
and injury. 
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The indispensable need for two 
self-sufficient programs of civil de- 
fense meeting the daytime and night- 
time needs of a big city is an addi- 
tional serious complication of an 
enormously complicated situation. 

Mobilization for medical defense is 
primarily a mobilization of the vast 
army of the auxiliary soldiers who 
work with physicians. I do not have 
to tell you that the mobilization of 
physicians and nurses for civil de- 
fense does not need a draft. Profes- 
sional health workers accept their 
role as traditional. 

Our great difficulty is to interest 
the ordinary citizen in this great ef- 
fort. Of the 62,000 volunteers now 
enrolled in the medical emergency 
division in New York City, the ma- 
jority are hospital employees or ex- 
isting hospital and health auxiliaries. 
These are only a handful to the many 
thousands of people we need to man 
first aid stations, holding stations, 
augmented existing hospitals, hospital 
annexes, improvised emergency hos- 
pitals, stretcher bearer groups, am- 
bulance companies, and others. We, 
as professional people and govern- 
mental agencies, are merely the 
framework around which forms this 
great organization of men and women 
who must do the hard work of rescue 
and care of the injured and sick. 


CIVIC PLAN FOLLOWS 
C.D.A. PATTERN 


It seems to be that by this time the 
basic plan for the care of injured is 
known to all. It is well described in 
the pamphlet Health Services and 
Special Weapons Defense issued by 
the Civil Defense Administration. 

We propose to set up first aid sta- 
tions in concentric rings around each 
disaster area. The principle of this 
arrangement has many advantages; 
but it has to be applied with flexibil- 
ity, adjusted to the specific type of 
the disaster and the physical nature 
of the area. 

In New York City, the District 
Health Organization of the Depart- 
ment of Health is a highly appropri- 
ate frame for the structure of the aid 
station system. We are fortunate to 
have in the District Health Officers 
the natural leaders for this setup. 

The composition of teams and 
equipment of the first aid stations 
follows the pattern designed by the 
Federal Civil Defense Administra- 


tion. Our training program is such 
as to make it possible for the team 
to break up into a number of sub- 
divisions, each of which is able to 
operate independently as a satellite 
of the parent aid station. We provide 
for an initial assignment of at least 
six physicians to each aid station. 
The need for leadership and medical 
skill in these stations is very great. 
Fortunately, their activities will last 
for only a short and hectic period. 
The physicians at the first aid sta- 
tions can subsequently accept a sec- 
ondary hospital assignment. Most of 
the work in the hospitals will begin 
only after the major effort of the aid 
stations is completed. 

In most instances, first aid sta- 
tions will, as you know, have the 
double responsibility of rendering 
first aid and of screening injured 
persons with regard to their further 
disposition. Sometimes, however, it 
may prove difficult to move seriously 
injured promptly from the aid station 
to their ultimate destination. The 
transfer may have to be achieved in 
stages, moving the patient from one 
aid station to another farther back 
until an ambulance loading post is 
reached. The concentric ring arrange- 
ment of the first aid stations will 
prove most useful for this procedure. 
The outer circle of the stations will 
then have a function similar to col- 
lection stations in the Army. From 
the aid stations, injured will be 
moved to the nearest accessible hos- 
pital. The overflow of injured slated 
for medical care outside the city will 
pass through holding stations set up 
at various exit points of the city. The 
variety of waterways around the city 
will permit, if necessary, an intensive 
use of waterborne transportation. 

We do not consider our plan for 
the care of the injured as the ideal 
arrangement. It is the best possible 
compromise consistent with the poli- 
cies established by the top level plan- 
ners of our government. It would 
certainly be far more effective for 
disciplined medical troops to set up 
and operate aid stations, collecting, 
clearing, and holding stations and for 
these to be supported by the superbly 
equipped and properly manned sur- 
gical and evacuation hospitals of 
World War II fame. 

An improvised hospital, set up in 
some public school manned by well 
intentioned volunteers lacking every 
facility for effective operation, its 
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personnel in many instances unac- 
customed to work together as a team 
— without strong leadership — with- 
out adequate supplies — strangers to 
their surroundings — cannot be ex- 
pected to set records for high quality 
care. 


NEW YORK’S HOSPITAL 
BEDS INADEQUATE 


New York City has a total of 175 
hospitals, all of which are part of 
the medical emergency service. This 
total includes all hospitals under mu- 
nicipal, voluntary, and proprietary 
controls, and four of the Federal hos- 
pitals (V.A. and U.S.P.H.S.). These 
hospitals have in normal times an 
official capacity of approximately 
52,000 beds. This number, constitut- 
ing a ratio of 6.5 beds per 1000 
population may, per se, be impres- 
sive. But we have to anticipate at 
least 100,000 seriously injured per- 
sons in need of immediate hospital 
care. This figure is above and be- 
yond our normal patient load. The 
ordinary course of illness and death 
will not take a “holiday” during the 
emergency. The supply of 52,000 hos- 
pital beds, “X” numbers of which 
will be destroyed by the attack, is 
therefore totally inadequate. ; 

Initial studies revealed that the 
175 hospitals may be able to increase 
their normal capacity of 52,000 beds 
to a total of 70,000 accommodations. 
The technique for accomplishing this 
expansion is the same in all communi- 
ties. The discharge of all but criti- 
cally ill civilian patients and setting 
up emergency beds in every nook and 
corner of the hospital including serv- 
ice buildings, will produce such a 
disaster complement if the necessary 
additional cots, mattresses, or beds 
are provided. 

The “intramural” extension of 
hospital accommodations has, neces- 
sarily, to be limited. Plans must 
therefore extend beyond the hospital 


premises and include various types of 
suitable buildings which lend them- 
selves to conversion. They will be 
used as “hospital annexes” and 
“emergency improvised hospitals.” 

Immediately after a major bomb- 
ing attack, all “fixed” hospitals 
should be emptied of the majority of 
their patient load. Those suitable 
public or other buildings which are 
in the close neighborhood of a hos- 
pital and which are operated as “hos- 
pital annexes” must be prepared to 
accept at once these displaced pa- 
tients. Medical care as well as ancil- 
lary services of the “fixed” hospital 
will be extended to them. In many 
instances, the annexes will not be 
more than organized shelters accom- 
modating patients under medical su- 
pervision until other arrangements 
can be made. 


HOSPITAL WITH SATELLITES 


The next radius of activity in ac- 
cordance with our plan, reaches into 
the so-called “emergency improvised 
hospital.” Suitable buildings such as 
schools, hotels, nursing homes, con- 
valescent homes, institutions for aged 
and related facilities located within a 
certain perimeter of the fixed hospital 
are slated for transformation into 
“emergency improvised hospitals.” 
Each of these buildings will be or- 
ganized as a hospital entity, staffed 
and equipped to admit and attend to 
emergency patients. Teams of physi- 
cians, nurses, and auxiliary medical 
workers are assigned to the care of 
the patients in this “emergency im- 
provised hospital.” These teams are 
organized by an existing parent hos- 
pital and delegated to this satellite 
accommodation. 

The concept of a sponsoring hos- 
pital in charge not only of its own 
services, but of a series of satellites 
with different types of programs is 
new and startling to most of us. The 
effectiveness of the operation of these 


satellite institutions depends on the 
care with which we prepare the or- 
ganization ahead of time. 

Many communities have in the 
past demonstrated their ability to 
cope with emergencies which sud- 
denly increased patient loads consid- 
erably. But no crisis so far in our 
history has ever required our prepa- 
ration on this gigantic scale. 

The hospital facilities of communi- 
ties in potential target areas and near 
target areas have to be extended 
vastly. Personnel (staffs and volun- 
teers for medical nursing and auxil- 
iary duties), equipment and supplies 
have to be ready and available to 
attend to seriously injured and to 
critically ill patients under the most 
adverse conditions. The communities 
adjacent to target areas are of prime 
importance for upon them may 
evolve the major task of rescue, of 
providing the medical and other es- 
sential services. 

By now, at least the paper plans 
for the mobilization of the commu- 
nity in the civil defense effort should 
be complete and blueprints should be 
available. The success of the transi- 
tion from mobilization to a state of 
readiness for effective action depends 
on financial, educational, and psycho- 
logical factors. 


PUBLIC EDUCATION 
CRITICALLY IMPORTANT 


I conceive at least two matters as 
having equal importance to the or- 
ganization and training of a large 
volunteer army to operate emergency 
medical facilities. First, is the edu- 
cation of every person in the com- 
munity as to the problems that must 
be faced. The failure to understand 
what is taking place is almost certain 
to result in terror. The terror of one 
person quickly leads to group panic 
and we all know that there is more 
to fear from fear itself, than from 




















“ 


“We are far from helpless . . . 


“Vast numbers of seriously injured people will 
require care under the most adverse and even 
primitive conditions. What is really meant by 
‘vast numbers’? How many of us can visualize 
75,000 dead? They require approximately 50 
acres of ground to be buried in, provided we use 
semi-mass burial techniques.” 

“. . . Suppose you suddenly found yourself 
living in a twentieth century metropolis under 
primitive conditions. You turn on a switch and 
nothing happens. The water which you take for 


granted does not flow when the faucets are 
opened — the toilets do not flush, the elevators 
are without power and your sterilizers stand cold 
and useless. The food supplies have been burned 
out and there is no sign of the kitchen crew. 
“This is what | mean by ‘vast numbers of 
seriously injured requiring care under adverse 
and even primitive conditions.’ Mobilization for 
medical civil defense means to get ready for 
this eventuality! One gets ready by facing up to 
the problem and not by throwing up one’s hands 
and acting helpless. We are far from helpless!” 
Dr. Marcus Kogel 
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several hydrogen bombs. The magni- 
tude of damage caused by an enemy 
attack on personnel and material, is 
not determined entirely by the num- 
ber of bombs or the kind of bombs, 
but much more by the subsequent 
behavior of the people. 

Secondly, we must give every sup- 
port and aid to the training of the 
public in simple first aid measures 
so that they will be able to care for 
themselves and to care for their 
neighbors. This program, if carried 
through successfully, will do more 
than any other measure to make it 
possible for our medical services to 
carry out their responsibilities. 

Most important, however, is that 
our people get wholeheartedly behind 
this effort. As I have pointed out, the 
successful accomplishment of our 
mission will depend to the greatest 
extent upon the activities of scores of 
trained auxiliary medical workers. 
Nowhere are the partisan conflicts in 
the halls of Congress more clearly 
reflected than in the attitude of the 
ordinary citizen toward his role in 
civil defense. Our entire effort in 
planning for an atomic catastrophe 
must be based on a real sense of 
urgency. This sense of urgency must 
be transmitted to every member of 
our community. 

People argue that if members of 
Congress delete funds for such essen- 
tial defense equipment as radiological 
monitoring instruments, first aid sta- 
tion supplies, medical and surgical 
supplies and equipment for impro- 
vised hospitals and annexes, blankets, 
bedding, vaccines, transfusion equip- 
ment, atropine for nerve gas poison- 
ing, and plasma and plasma substi- 
tutes, then why should the public get 
excited? Certainly, they reason, if the 
members of Congress who know the 
situation better than the man on the 
street do not face up to the reality 
of the situation then why should 
they, the public, expend time and en- 
ergy for civil defense? 

We must rise above partisan con- 
flicts and get down to the serious 
business of getting ready for any- 
thing that an unscrupulous and 
wicked enemy is likely to face us 
with. We must examine our predica- 
ment not with Republican or Demo- 
cratic spectacles but with the eyes of 
Americans who love this country, its 
great opportunities and its way of life 
and who are determined to keep it 
inviolate. 
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Civil defense and the Hospital 


N THE early fall of last year, we 

were asked to survey and report 
our hospital facilities with a view to 
expansion of capacity. By the full 
utilization of all existing space within 
the hospital — placing beds in solari- 
ums, alcoves, waiting rooms, lecture, 
conference and treatment rooms, in 
corridors and in the out-patient de- 
partment, what would be our in- 
creased bed capacity? By evacuating 
patients to their homes or to another 
institution, how many more beds 
would be made available? How much 
space in buildings adjacent to the 
hospital, could be converted for first 
aid stations? How many additional 
operating rooms might be provided; 
how much equipment, in terms of 
units, would be needed? For use as 
emergency improvised hospitals or as 
auxiliary housing for hospital per- 
sonnel, which buildings, such as 
churches, schools, hotels, might be 
found within a radius of five blocks 
of the hospital? The major elements 
of the problem of caring for the esti- 
mated 150,000 seriously injured per- 
sons, over and above the normal 
patient census, were presented as: 
a) providing the physical facilities; 
b) the recruitment and training of 
the professional and other necessary 
personnel; and c) the procurement of 
the essential supplies in adequate 
quantities: stockpiles of medical and 
surgical equipment, dressings, drugs, 
antibiotics, anaesthetic agents, blood 
and plasma. 

From the administrator’s view, the 
problem seems to grow and multiply 
its complexities. What plan of action 
within the hospital would create sus- 
tained interest in the minds of busy 
doctors, enlist the support of the gen- 
eral public as volunteer help and be 
thorough and practical enough so 
that there would be no confusion at 
the time of an emergency, and every 
individual concerned would know his 
place in the scheme of things. The 


This is the plan developed 
at Holy Family Hospital, 
Brooklyn, N.Y. 


Sister Mary Helen, S.C. 


solution lies in the fact that civil 
defense must be a co-operative enter- 
prise. Emergency planning calls for 
complete co-operation and co-ordina- 
tion within the hospital, with other 
hospitals and with other defense 
agencies. 

Assuming that the hospital will not 
suffer crippling physical damage and 
will be able to function during an 
emergency, a plan of preparedness 
has been set up, to mobilize all fa- 
cilities for use, without warning, and 
under disaster condition. The civil 
defense committee of the hospital is 
under the direction of the chief of 
staff, as chairman. It might be 
pointed out that experience in the 
administration of the hospitals of the 
armed forces during World War II, 
is the prime requisite among his 
qualifications. The co-ordinator for 
civil defense, selected from the ad- 
ministrative staff, is charged with the 
responsibility of unifying all civil de- 
fense planning, including the circula- 
tion of the minutes of each of the 
several sub-committees, which are: 

Committee on Basic Plans, Evacu- 
ation, and Transportation; Admis- 
sions and Disposition; Training and 
Professional Care; Nursing, Ancillary 
Services, and Blood Bank; Volun- 
teer Recruitment; Supplies, Records, 
Communications, and Information; 
Plant Operation and Security; and 
Community Relations and Emer- 
gency Housing. 


WHAT COMMITTEES DO 


Summarizing the functions of one 
of these committees will serve to out- 
line the structure of the program. The 
Manual of Medical Civil Defense 
Organization and Operations, pre- 
pared and issued in sections, by the 
Medical Emergency Division, is 
being studied by the chairmen and 
members of the various committees, 
and is used as a guide. 
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The committee on basic plans will 
direct traffic flow and space alloca- 
tion, covering all floor space in the 
hospital, designating the bed patient 
areas augmented by the additional 
bed complement; and controls the 
evacuation process. It has been rec- 
ommended that in planning evacua- 
tion, preparation be made for both 
pre-bombing and post bombing situ- 
ations. The former is termed “a 
planned evacuation,” the latter, “an 
emergency evacuation.” A plan of 
action to be taken in advance of an 
attack, assuming an advance warning 
which might be interpreted as a lim- 
ited number of hours, provides for 
the transfer of chronic, ambulatory, 
and convalescent patients to their 
homes, or to suitable institutions out- 
side the city, in co-ordination with 
the over-all evacuation plans of the 
city’s office of civil defense. Detail 
planning for this feature entails a 
determination of what type and when 
a patient might be evacuable. It is 
better to make a liberal estimate of 
the number to be evacuated, since 
in an emergency, it will be easier 
to revise downward. Our patients’ 
charts are now stamped with the 
letter “E,” a half inch in size, the 
date and doctor’s name noted,. to 
indicate when the condition of the 
patient warrants being moved. 

It is also recommended that there 
be no mass movement of patients 
after an alert signal. Doctors, nurses, 
and able ambulatory patients should 
assist in the moving of bed patients 
within their rooms, away from win- 
dows and close to inside walls. There- 
after ambulatory patients and as 
many personnel as possible, should 
seek shelter in corridors away from 
doors, windows, and glass partitions. 
In the event of a disaster, general 
instructions and orders for evacua- 
tion will be issued from the city-wide 
control center to the hospital; and 
transportation by ambulance, rail, 
water, and air, will be directed and 
provided by the center. 

The committee on basic plans des- 
ignates the evacuation exits and the 
location of the receiving stations 
which should be as widely separated 
as possible to avoid traffic conflict. 

At the receiving station, in charge 
of the doctors assigned to the com- 
mittee on admissions and disposi- 
tion, the casualties sent to the hos- 
pital would be sorted and classified. 
Dressing stations for those not re- 
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quiring hospitalization are to be set 
up in a location outside the hospital, 
probably on the first floor of the 
nurses’ residence. Removal of this 
group of patients from the operations 
in the main hospital should reduce 
confusion. From the receiving sta- 
tion, shock casualties estimated to 
be 10 per cent of the seriously 
wounded, would be transferred to the 
shock ward, so designated. Seriously 
injured casualties not in shock would 
be sent directly from the receiving 
station either to the operating rooms 
or wards, as indicated by the charac- 
ter of their primary injury; sections 


to be set aside for the treatment of 
chest wounds, abdominal wounds, 
head and spine injuries, closed frac- 
tures, compound fractures. 

In planning the civil defense pro- 
gram, the daily problems and diffi- 
culties peculiar to the particular hos- 
pital, do not become less. Simplicity 
is essential so that key personnel will 
have a general knowledge of the 
over-all plan while carrying on the 
phase that is their responsibility; and 
flexibility —to take into considera- 
tion the variable circumstances under 
which the plant must be kept in 
operation. 





When 
1. October 15, 16, 17 


2. November 7, 8, 9 


3. November 12, 13, 14 
4. January 21, 22, 23 


Saskatchewan, Manitoba. 


Ontario. 


discussions for this group. 


problems. 





CATHOLIC HOSPITAL ASSOCIATION 
ANNOUNCES WORKSHOPS 


Four regional workshops on hospital problems will be spon- 
sored by the Catholic Hospital Association during 1951-52. 


For whom 


Hospitals in North Dakota, South Dakota, Montana, Minnesota, 
Hospitals in New York, Pennsylvania, West Virginia, Ohio, 


Hospitals in Georgia, South Carolina, North Carolina, Alabama, 
Florida, Tennessee, Eastern Kentucky. 
Hospitals in Kansas, Oklahoma, Nebraska, Colorado, Western 


Missouri, Northwestern Arkansas. 


The Program 
The three-day program will cover Hospital Organization, 
Medical Staff Problems, Business Control, Admission Policies, 
Public Relations, and Moral and Ethical Problems. 
The workshops in Fargo and Wichita will emphasize the needs 


of the small hospital, and the Buffalo workshop will have special 


All four workshops will devote ample time to discussion of 


Where 

The Gardner Hotel 
Fargo, North Dakota 
Canisius College 
Buffalo, New York 
Atlanta, Georgia 
Allis Hotel 


Wichita, Kansas 
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Predictable . . . 


and inevitable 





About shortages . . « Howard A. Rusk, M.D. 


N THE mobilization of our mate- 

rial, human, spiritual, and financial 
resources to meet the present emer- 
gency, it is readily apparent that the 
major factor of our success will be 
dependent upon manpower. 

As the problems of health are 
fundamental to both military and 
industrial manpower, I should like 
to review some aspects of health 
manpower which have been the 
concern of the Health Resources 
Advisory Committee. 

One of these will be a review of 
the steps that have been taken by 
our committee and those other agen- 
cies of the Federal government which 
are concerned with health manpower 
and the effects of the withdrawal of 
physicians and other health personnel 
for military service upon our civilian 
health economy. 

The Health Resources Advisory 
Committee of the National Security 
Resources Board was established on 
August 5, 1950, at the suggestion of 
the President to advise the chairman 
of the National Security Resources 
Board and the Health Resources 
Office of the Resources Board. The 
members of this committee are: Dr. 
Harold Diehl, Dr. Allan Gregg, Mrs. 
Ruth Kuehn, Dr. John B. Pastore, 
Dr. James C. Sargent, Dr. Leo J. 
Schoeny, and Dr. William P. Shepard. 
In keeping with the policy of trans- 
ferring activities from the National 
Security Resources Board to operat- 
ing agencies when their activities 
have passed the planning stage and 
entered the operational stage, the 
Health Resources Advisory Commit- 
tee was transferred on April 30 to 
the Office of Defense Mobilization. 
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The scope of activities of the com- 
mittee has been to give advice and 
make recommendations in the entire 
field of health resources essential in 
a national emergency. The primary 
activities of the committee have been 
in health manpower, health facilities, 
and health supplies for medical, den- 
tal, pharmaceutical, nursing, environ- 
mental sanitation, veterinary and 
allied services. 

On October 4, the President desig- 
nated the chairman and the members 
of the Health Resources Advisory 
Committee to be chairman and mem- 
bers of the National Advisory Com- 
mittee to Selective Service on the 
selection of physicians, dentists, and 
allied specialists. This committee was 
established as a result of Public Law 
779 providing for the registration 
and drafting of physicians, dentists, 
veterinarians, and allied specialist 


No. of Active Physicians 
220,000 Se eae 4 








210,900 


200,900 


190,900 





180,000 


1950 
Active physicians for civilian and mobilization needs. Estimates for 1949-54. 


1952 


1954 


Shortages of doctors, 


nurses, will grow 


worse in coming years 


categories. This law stipulated that 
the President should establish a 
National Advisory Committee to ad- 
vise the Selective Service System and 
“to coordinate the work of such 
state and local volunteer advisory 
committees as may be established to 
cooperate with the National Advisory 
Committee.” 

Thus the Health Resources Ad- 
visory Committee serves also as the 
National Advisory Committee to 
Selective Service. This dual function 
is logical as the consideration of 
health manpower resources and the 
drafting of health manpower for 
military service are inextricably 
bound together. 

One of the most significant ad- 
vances made in co-ordination and 
planning in health manpower, since 
our last meeting, is the policy es- 
tablished on December 22, 1950, by 
the Department of Defense whereby 
the Health Resources Advisory Com- 
mittee is responsible for reviewing the 
over-all quotas of the department of 
defense for physicians, dentists, and 
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No. of Active lfurses 
475,900 


450,000 


1950 1952 





1954 1956 1958 196 


Active nurses for civilian and mobilization needs. Estimates for 1949-54. 


veterinarians. After each of the three 
military services has established its 
projected requirements, these are re- 
viewed by the Armed Forces medical 
policy council and health resources 
advisory committee whose recommen- 
dations are then sent to the secretary 
of defense for final decision. 

Concurrently, since April 1, except 
for the members of the organized 
reserves, the names of all reserve 
medical and dental officers being re- 
called for active duty by the three 
military services are submitted prior 
to the issuance of orders to the state 
advisory committees to the National 
Advisory Committee to Selective 
Service. 

The state advisory committees then 
determine the essentiality of the in- 
dividual reserve officer to the health 
and welfare of his own community 
and either declares the individual 
available for military service or asks 
that his call-up to active duty be de- 
layed because of essentiality. When 
a state committee declares a reserve 
officer as essential, but hi§ specific 
training and experience is urgently 
needed by one of the military serv- 
ices, the services may appeal and the 
final decision as to call-up rests with 
the secretary of defense. 

Mechanisms have also been de- 
veloped whereby the local advisory 
committees to Selective Service may 
be utilized for opinions on the com- 
munity essentiality of such technical 
personnel in the hospital and health 
fields as male X-ray technicians, 
laboratory technicians, prosthetic 
technicians and limbfitters, physical 
therapists, occupational therapists, 
and nurses. It should be pointed out 
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that these mechanisms of necessity 
can operate only in the case of men 
who are liable for induction under 
the provisions of the General Selec- 
tive Service Law of the law dealing 
specially with the induction of phy- 
sicians, dentists, veterinarians, and 
allied specialist personnel. It cannot 
cover women as they are not subject 


to induction. 

As your primary interest is in 
hospitals and as the maintenance of 
hospital services is directly dependent 
upon the availability of professional 
personnel, I should like to review 
briefly for you the results of a series 
of studies which have been conducted 
by our committee on health person- 
nel. The first of these reports deals 
with physicians, the second with 
nurses. (See box below.) 

It is well remembered that during 
the last war physicians were re- 
quired to take on longer hours of 
work, extra teaching duties, to 
shoulder the load normally carried 
by interns and residents in the hos- 
pitals —all in all, to carry a back- 
breaking load in many instances with 
tragic results to the health of the 
doctor. 

Looking ahead, we must assume 
that, for the next ten years, we may 
be in a state of partial or complete 
mobilization with an Armed Force 
of unprecedented size for peacetime 
and all of the added burdens of our 
economy that are an inevitable sequel 
of such an effort. 





time basis. 





Prospective Shortages of Doctors, Nurses 

By 1954, the nation will need 183,700 active civilian physicians 
to maintain the 1949 level of medical care. In addition, doctors 
will be needed for the Armed Forces, civil defense, industrial 
mobilization, and others, bringing the total need up to approxi- 
mately 210,600. This means that, as near as it is possible to 
estimate, 22,000 physicians over and above those now in sight 
for the year 1954 will be required. 

The situation for dentists is not quite so acute, but in nursing 
the conditions are even more critical. The Health Resources Ad- 
visory Committee estimates that by 1954 the nation will need 
379,500 graduate nurses to meet civilian requirements. If the 
Armed Forces mobilize 5,000,000 troops, another 25,000 nurses 
will be needed to meet military requirements, making a total of 
404,500. There are about 322,000 nurses active in the profession 
today. Approximately 30,000 graduate each year. Although the 
nursing profession annually loses approximately 21,000 or 6.5 
per cent of the total of active nurses, these nurses are not neces- 
sarily lost to the health resources of the nation — many of them 
re-enter the profession permanently, temporarily, or on a part- 


The current shortage of nurses is the result of increased de- 
mand for nursing service. Many factors enter into this picture — 
the growth in population; the higher percentage of the population 
living in urban areas; increasing age of the population; in- 
creased use of pre-payment plans; growth of public health 
nursing; increased use of nurses in industry. 

“As far as interns and residents are concerned, belts will 
obviously have to be tightened all around. However, when we 
realize that there were about 6,200 residents and fellows in the 
hospitals in 1940 and that prior to Korea there were 17,500 resi- 
dents and fellows, that as far as patient care is concerned, the 
numbers are ample to meet the need. It is unfortunate that the 
graduate training has to be interrupted, but as far as patient 
care is concerned, there is a large margin of safety.” 

Adapted from the address by Dr. Howard A, Rusk 
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Making wise use of 


available nurse personnel 


To some extent, at least, hospitals 


can overcome shortages by individual 


study and research 


URSING service today faces 

the challenge of providing pa- 

tients with adequate care in the face 

of obstacles that, to some of us, seem 

almost insurmountable. Yet, we must 
surmount the obstacles. 

Nursing service, per se, must be 
patient centered, be an entity in it- 
self, be led by a group of key people 
who have patient care as their pri- 
mary aim and promote in every way 
possible the realization of this aim. 

Nursing service must be distin- 
guished from nursing education. 
Nursing education needs of necessity 
to be student centered and students 
be assigned for nursing service only 
in the light of their educational 
needs. — 

Our problems are caused by several 
factors. 

1. Increasing cost of medical and 
hospital care. 

2. Shortages of personnel, prima- 
rily professional personnel. 

3. Increased demand, by the pub- 
lic, for hospitalization. 

4. New hospital beds being built. 

5. Demands of military and serv- 
ice hospitals. 

6. Shorter patient stay and more 
intensive treatment due to the prog- 
ress made in the past decade in 
medical and surgical science. 

This in turn increases the tempo 
and work load. 

To illustrate: on a 20-bed surgical 
unit in a 550-bed hospital, 71 pa- 
tients were treated in a 30-day pe- 
riod; 55 operations were performed; 
742 treatments including 85 intra- 
venous; 2,030 medications were given 
including 657 hypodermics and intra- 
muscular injections. 

Or let us take a 20-bed medical 
unit: 59 patients were treated; 328 
diagnostic procedures were done; 
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3,181 medications were given and 
510 treatments were performed. 

This is staggering. Yet, we must 
plan and organize nursing service to 
accomplish this work in a safe man- 
ner to our patients. It is our com- 
munity responsibility. 

Another factor that must be con- 
sidered in the face of fewer profes- 
sional personnel is the wise use of 
what we have and can obtain. Our 
thinking must be changed about the 
duties of various types of personnel 
to utilize more effectively the skills 
and abilities they possess. 

In planning, organizing, and eval- 
uating nursing service, we need to 
know what we have to do, what are 
our patients’ likes and what activities 
are involved in their care. 


RESULTS OF STUDY 


We made a 60-day study of our 
patients on all services and found 
some startling facts. With the prin- 
ciple in mind that the graduate pro- 
fessional nurse would give bedside 
care to the critically and acutely ill 
patients only, we wanted to know 
what percentage of patient days fell 
into this classification; this in order 
to set up some criteria for planning 
amounts and kinds of personnel nec- 
essary and evaluating service to pa- 
tients. 








Studies, Workshops Promise Progress 


If nursing service administration is to become more effective 
in making the best use of available personnel, individual as 
well as concerted effort is needed. Such developments as the 
institutes and workshops held this summer at Catholic University 
and St. Louis University are promising. This fall, the Catholic 
Hospital Association will sponsor a conference on nursing service, 
and St. Louis University will inaugurate a Master’s Degree pro- 
gram in nursing service administration. 


Our findings were as follows: 
Per cent Per cent 
Average Critical Acute 
Stay Days Days 


Surgical 
patients 7.9 1.8 12.2 or 
86 per cent sub-acute 
and convalescent 
Medical 
Patients 8.7 4.5 35.7 or 
55.6 per cent sub-acute 
and convalescent 
Obstetrical 
(Post Partum) 5.8 0.1 0.5 or 


99.4 per cent sub-acute 
and convalescent 

This of course only gives us one 
criterion for evaluation. We must also 
know the numbers and kind of ac- 
tivities involved in patient care. I 
mentioned before some of these in 
regard to medicine and surgery. Other 
factors, too, play a part in planning 
staffing patterns beside the kind of 
patient and their activities. They are: 

1. Length of stay of patient. 

2. Type and size of medical staff. 

3. Allocation of activities, inter- 
departmental and intradepartmental. 

4. Techniques in the hospital. 

5. Scope of medical activities in 
the hospital. 

6. Physical facilities and equip- 
ment. 

7. Methods of securing supplies. 

8. Experience and preparation of 
personnel. 

9. Efficiency of supplies and equip- 
ment. 

10. Amount and kind of supervi- 
sion. 

11. Psychological and spiritual fac- 
tors in patient care. 

No two institutions are the same, 
so it is impossible to set up a tailored 
plan that will fit all institutions, but 
general principles upon which to base 
planning can be set up. There is one 
basic principle that I would like to 
state: we need good nursing service 
administrators who will be the dy- 
namic force in planning and organiz- 
ing the total nursing service in the 
hospital. 
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How to keep lay personnel, I 


The right attitude goes far 


in preventing shortages, 


according to this administrator 


AY men and women who have po- 
sitions on the administrative 
staff in Catholic hospitals must of 
necessity, have a deep love and loy- 
alty for the hospital they serve. 
Every hospital administrator is cog- 
nizant that unless she is ably sup- 
ported by personnel such as these, 
her position is a precarious one. Ad- 
ministration today is an ever-widen- 
ing field with multiple avenues of 
demand. It is a task far beyond the 
power of any single individual. Judg- 
ments, decisions, supervision, alloca- 
tion, progressive action, all need the 
dynamic forces of clear, alert, and 
unbiased influences. 

We, as religious administrators, are 
of necessity limited in our contacts 
with organizational activities. Lay 
members are invaluable to us since 
they are able to fill in this vacuity. 
They act as our representatives in 
many cases and can keep us well- 
informed on all aspects of our hos- 
pital relationships. 

Have we ever considered the prob- 
lem that arises when there is a change 
in the Sister administrator? Havoc 
can be created in an institution when 
this happens. The new administrator 
is treading on unfamiliar ground. Her 
footsteps can crush formative plans 
and respected traditions which have 
proven their worth. We can bridge 
this chasm, provided the new admin- 
istrator has as guideposts staff mem- 
bers who have shared in the building 
up of the institution’s plans and poli- 
cies. This would be a means of safe- 
guarding the stability and progress 
of the hospital. 

We readily see that today, lay 
members on the administrative staff 
are not a superfluity but an actual, 
sorely-needed necessity. How then 
can we have these members value 
their position so that they will realize 
their importance, and give themselves 
wholeheartedly as an integral part of 
the institution? 
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It would be folly to have as a de- 
partment head one who shows weak- 
ness, or is willing to lay open to 
unjust criticism someone in higher 
authority. All department heads 
should act as liaisons between the 
administrator and the workers who 
make up the vast army of employees. 

Contentment among workers is no 
accident — it is the result of pains- 
taking effort on the part of adminis- 
trators. When this contentment is not 
found in department heads, it cannot 
be passed on to other personnel. A 
hospital which retains these trained 
workers in spite of the instability of 
the times, is fortunate indeed; these 
loyal people carry the load and, as 
every hospital administrator will ad- 
mit, the daily functioning of the in- 
stitution could not go on without the 
support its workers are so ready to 
give. 

In the institution I serve, many 
employees in key positions have been 
with us for years. In spite of their 
having been offered attractive posi- 
tions elsewhere during the war years, 
they have remained loyal. Perhaps if 
they were employed in an organiza- 
tion not conducted by religious, they 
would be less aware of the nearness 
of God and would not enjoy the con- 
solation that comes from contacts 
made in a Catholic hospital. 

Frequently, we have been im- 
pressed by the conscientious devotion 
to duty that our lay personnel give 
to their jobs. Consider the merit they 
would derive from their work if they 
would keep in mind the eternal value 
of their efforts. A Sister can make 
known by her example the enjoyment 
she experiences in devoting her work 
to God. A few words, or an occa- 
sional reminder of the importance of 
this consecration, would change the 
worker’s daily routine from one of 
personal satisfaction to one of duty 
joyfully performed for God’s glory. 


UNDERSTANDING 
THE PROBLEMS 


Religious, however, so often do not 
understand the insecurity felt by staff 
members, especially in this era. The 
fear of long illness, or the possibility 
of becoming an invalid, does not pre- 
sent the problem to religious that it 
does to a lay person. We cannot af- 
ford to disregard our obligations as 
to their security. Do we pay salaries 
commensurate with the expenditure 
of their efforts in the interest of our 
institutions? Should we not provide 
adequate advances over a period of 
time in order that our staff members 
may feel that their position offers 
some future for them? 

The recent Social Security legisla- 
tion embraced hospitals and it has 
opened our doors to personnel who 
formerly refrained from working in 
our institutions. Hospitals, as a 
whole, were in favor of this motion 
on the part of the government to in- 
sure a measure of independence to 
workers ready for retirement. 

In regard to time, we must provide 
lay help with optimum hours of 
work and avoid making unreasonable 
demands on their free time. We 
should make it a policy not to inter- 
fere with their personal plans on 
short notice. Special considerations 
regarding bonuses, sick-leaves, and 
vacation allowances are important 
factors. These would compensate for 
valuable services and be an evidence 
of appreciation on the part of the 
hospital. 

What about the physical surround- 
ings and environment in which our 
lay help spend the greater part of 
each day? Suitable environment, 
necessary and adequate equipment 
for the accomplishment of any tasks, 
make for a maximum of efficient serv- 
ice. Therefore, couldn’t we assign 
auxiliary workers for routine duties 
in order that the time and efforts 
of department heads can be devoted 
to more important aspects of their 
work? 

We can also show our personal 
interest in these valued employees 
by including them and their families 
in hospital celebrations. Praising their 
work and showing them how their 
efforts brought certain advantages to 
the hospital and the patients would 
encourage them. Wouldn’t it be just 
what a man would wish for in the 
way of recognition, if we would pass 
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on to his wife our appreciation of 
his work? A simple telephone call, 
or a passing remark of praise at a 
casual meeting, would suffice. This 
would make him feel his importance 
in the job he is performing so well. 

Progress is an important factor 
in the business world of today. Are 
we making it possible for our helpers 
to advance in their own field by 
financing their attendance at con- 
ventions? Although it might place 
an extra burden on the hospital, it 
would pay dividends in better per- 
formance of duty and give the em- 
ployee a great deal of personal 
satisfaction. The purchasing of books 
and other materials relative to their 
work would be another means of 
furthering their interest. Also, when 
in talking over our future plans, we 
allow the lay help to make sugges- 
tions, we might create a feeling of 
“belonging” to the institution. As to 
their job security, there should be in 
some way a guarantee that they will 
not be dismissed from the institution 
when a change in administration 
takes place. 


DEMANDING OBEDIENCE 


In regard to our personal attitude 
towards lay help, we must bear in 
mind that we, who have been taught 
strict respect for authority and have 
taken the vow of obedience, cannot 
demand the same type of obedience 
from lay personnel. We should make 
allowances for minor infringements 
which, to the mind of the lay indi- 
vidual, may be no infringement at all. 
Adherence to the rules of the hos- 
pital, when followed according to the 
opinion of loyal lay employees, could 
be accepted as extremely beneficial 
to the hospital at all times. Instead 
of censuring them, we should daily 
ask God’s blessing on our help and 
their work. We must incorporate 
them into our institution as members 
of the Mystical Body of Christ, and 
exercise towards them a Christ-like 
interest and charity so that the great 
work of the Catholic hospitals may 
flourish unimpeded. 

Let us meet lay personnel in our 
hospitals by an appreciative response 
to the many sacrifices they make for 
us. Let us make them feel that their 
job with us is more than a mere place 
of employment —that they are as 
vital to us as the resident, the medi- 
cal chief, or the specialist. 
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How to keep lay personnel, I] 


It may help to re-examine 


personnel policies realistically 


GENERAL wage freeze order 

established by the Wage Sta- 
bilization Board and dated January 
26, 1951, caused considerable con- 
cern among the voluntary non-profit 
hospitals of the country, and quickly 
brought forth letters of appeal for 
wage control exemption for all hos- 
pitals, by such leaders in the field 
as Dr. Charles Wilinsky, President 
of the American Hospital Associa- 
tion; Rev. Donald A. McGowan, 
member of the Executive Board of 





Fire Safety — 
and Civil Defense? 


“Hospitals have a sacred 
trust to protect their patients. 
Yet not one in ten conducts 
effective fire drills or has 
formulated emergency plans. 
There are scientific reasons 
why careful plans must be 
made before a catastrophe 
strikes. Fires generate five 
gases that affect the higher 
brain centers and _ interfere 
with clear thinking. Nurses, 
doctors, and general person- 
nel must be trained to do the 
right thing automatically be- 
fore there is a fire.” 

“Hospital administrators 
can go a long way toward 
giving us safe hospitals by 
making the best use of the 
facilities at hand. Initiative 
and gumption are inexpen- 
sive. Beyond reducing the 
margin of human failure, the 
administrators and all friends 
of hospital safety can urge 
Congress to amend the Hill- 
Burton Act. As it stands, the 
Hill-Burton Act provides fed- 
eral assistance to communities 
for the building of new hos- 
pitals. The act should be 
amended to provide funds 
also whereby axisting hospi- 
tals can be made safe.” 

From an article, ‘Our Fire- 
trap Hospitals,” in Collier's, 
July 14, 1951. 











Sister M. Annunciata, J. 


the Catholic Hospital Association, 
and many representatives of hos- 
pitals. On February 20, 1951 a bul- 
letin from the Washington Service 
Bureau, one of the general sources 
of such research, brought the welcome 
news that wage adjustments by re- 
ligious, charitable, and educational 
organizations which are exempt from 
Federal income taxes under section 
101 (5) and (6) of the Internal 
Revenue Code are permissible with- 
out prior approval of the board. 
Proprietary and tax supported hos- 
pitals, however, as well as wages of 
unrelated business enterprises of tax- 
exempt organizations are still con- 
trolled. Stipulation is made by the 
board that wage adjustments of 
tax exempt hospitals, however, should 
conform to national wage stabiliza- 
tion policies, that the Wage Stabiliza- 
tion Board reserves the right to 
review all wage or salary adjustments 
made pursuant to this order and to 
revoke this authorization with respect 
to any organization and to modify or 
revoke the new regulation without 
prior notice. 

In the present emergency one of 
the great problems affecting our 
personnel and personnel policies is 
the matter of wage control. Hospitals 
at present are involved in a losing 
competition with military services 
and expanding industries with defi- 
nitely higher salary structures. The 
alarming shortage and rapid turnover 
of personnel, the spirit of restlessness 
and independence of those who re- 
main in hospital employment, their 
insistent demand for higher salaries 
and shorter hours, pose a terrific 
problem for the administrator whose 
chief aim is to provide for the happi- 
ness, security, and welfare of his 
employees, and to maintain the 
inherent personnel relations of all 
concerned on a high level during 
these trying times. 

That higher salaries are not the 
panacea for the present emergency 
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is my own personal conviction, for 
within a month in our hospital we 
have had a turnover in our business 
office of five of our personnel. In 
most instances the change was due 
not to higher salaries but to shorter 
hours, straight shifts, and weekend 
time. This does not mean that the 
salary scale in the hospital should 
be neglected. If living costs and 
salaries in the industrial and com- 
mercial fields continue to increase it 
will be necessary to increase hospital 
salaries in order to obtain new em- 
ployees, or to hold those already now 
employed. Institutional salary trends 
will rise at the same rate that 
industrial wage curbs rise, but this 
does not mean either that institu- 
tional salaries will be as high as in- 
dustrial and commercial salaries. It 
does mean, however, that hospital 
salary inclines will parallel industrial 
salary inclines although at a some- 
what lower rate. 

Although we have already stated 
that higher salaries are not the only 
panacea for the present emergency 
we must admit that it goes hand in 
hand with other points such as good 
working conditions within the hos- 
pital, hours comparable to those 
worked in outside industries, fringe 
benefits such as insurance, retirement 
plans and the like. Thus the $64 
question posed to us at this particular 
time would seem to be — “How can 
we provide a higher salary structure 
within the hospital through increased 
efficiency, material and personnel 
saving?” The answer may be found 
in the modification of some of our 
personnel policies. A good job analy- 
sis and evaluation program would 
tend to define duties for the em- 
ployee, help to avoid confusion and 
aid economy in the prevention of 
duplication of workers in some 
departments. 





WHAT ABOUT 
TIME STUDIES? 

Time studies might result in 
dollars due to the fact that we may 
find employees who are not using 
their time to the best advantage and 
who could assume additional duties. 
Time studies, however, while useful 
are always questionable because of 
the human factor involved. Two 
nurses spending two and a half hours 
nursing time each with exactly the 
same type of patient may obtain 
vastly different results. However, 
the time studies do serve as a guide 
as to how much nursing service time 
is required by a particular treat- 
ment, etc., and thus are aids in 
planning the nursing schedule for a 
given unit. If the work is not com- 
pleted satisfactorily in the time 
allowed for the particular job, it 
must still be done. 

Unless personnel is fairly constant 
with few changes, time studies are 
not of much value. Wise promotions 
save money and equal happier em- 
ployees, as is stated by Sister M. 
Benignus, R.S.M., in her article of 
the same title in HosprrAt PROGRESS, 
November, 1948. Promotions such as 
stated here do not necessarily mean 
a higher salary but a recognition of 
an ability in a new position, which 
allows for job satisfaction and a 
more contented employee. 

The solving of the problems as 
stated therefore calls for careful and 
thoughtful planning on the part of 
hospital administrators. Emphasis 
must be placed upon those problems 
which affect the good morale of our 
hospitals as well as its social and 
financial status. We must recognize 
that governmental controls regulat- 
ing salary increases may be more 
harmful than helpful when public 
agencies, Federal or state, are not 
bound thereby. Again, wage controls 


in given job classifications, i.e., 
nurses, technicians, clerical workers, 
stenographers, etc., without regula- 
tion as to changing employment can 
be very detrimental because of the 
unlimited earning possibilities offered 
by industry. 

While wage controls may assist us 
in retaining “floaters” over a longer 
period of time, sound personnel poli- 
cies well explained in the pre-employ- 
ment interview wherein all benefits 
are demonstrated, including the basic 
salary rate and schedule of auto- 
matic increases, health program, 
vacation and sick leave allowances, 
will be much more useful in attract- 
ing the stable employee. At this time 
it might be well to consider some 
policy modification recommendations: 

1. Have definite personnel policies. 

2. Present them in an attractive 
manner so that the employee under- 
stands them. 

3. Be sure policies include a 
definite salary schedule with oppor- 
tunities for increases. 

4. Make the employee feel that as 
part of a health service agency he is 
valuable and therefore consideration 
is being given to his health, recrea- 
tional, and educational needs, as well 
as his security. 

Helping our employees to realize 
the personal satisfaction which comes 
in service to the fellow man as a 
more gratifying reward than material 
benefits, will bring more long range 
results than wage controls in stabiliz- 
ing employees. 

As members of the Mystical Body 
of Christ, religious and their lay assis- 
tants, are privileged to minister to 
the afflicted members of that same 
Mystical Body. The supernatural mo- 
tive which keeps religious happy in 
their service despite the trials, should 
be made to animate and inspire our 
lay helpers. 





Recognition of employees’ services helps strengthen loyalty. Service pins were awarded for this purpose at St. Mary's 
Hospital, Watertown, Wis. (L), by Sister Regine, R.H., and &t St. Cloud Hospital, St. Cloud, Minn. 
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Predictable . . . 


and inevitable 





About controls ... Charles G. Lavin 


HE Public Health Service claim- 

ant. agency program began 
operations early last January. The 
Division of Civilian Health Require- 
ments, Office of the Surgeon General, 
as we are known, has the following 
functions: “To carry out the claimant 
responsibilities of the Public Health 
Service with respect to hospital con- 
struction and domestic distribution 
of supplies and equipment needed in 
the field of health and related activi- 
ties by the civilian population during 
the emergency period. It shall also 
assist in presenting and justifying 
these needs before agencies responsi- 
ble for determining allocations of 
materials and facilities, and in de- 
veloping and operating programs for 
the equitable distribution of health 
materials and facilities allocated to 
meet needs specified.” 

In representing the needs of our 
claimants, including hospitals, health 
departments, American Red Cross, 
private practitioners, and medical re- 
search laboratories, the Division of 
Civilian Health Requirements is re- 
sponsible for providing the Defense 
Production Administration with the 
necessary information concerning the 
requirements of the civilian economy 
for construction materials and other 
supplies and equipment essential to 
the health of the nation. We act 
as agent for our claimants in verify- 
ing, presenting, and justifying their 
claims. 

The Defense Production Adminis- 
tration and the National Production 
Authority rely upon the Public 
Health Service for recommendations, 
advice and information upon which 
to base decisions aimed at balancing 
production with vital defense needs, 
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channeling those items most needed, 
or in short supply, to the places 
where they will do the most good. 

One of the most important activi- 
ties of the Division of Civilian Health 
Requirements to date has been the 
compilation of an extensive report to 
D.P.A. It has estimated the 1951 
and 1952 requirements of the civilian 
economy for hospital construction 
materials such as iron, copper, steel, 
aluminum, and copper-base alloys; 
and for certain end products, includ- 
ing some common use items of par- 
ticular significance to the health field. 

The list of end. product require- 
ments ran the gamut from medical 
and surgical instruments, dressings, 
sterilizers, dental equipment, X-ray 
machines, sutures, drugs, and micro- 
scopes, to such items as laundry 
machines, ambulances, and garbage 
cans, 

We are now following up on that 
report by initiating a nation-wide 
survey of non-Hill-Burton hospital 
and health facility construction proj- 
ects. The Hill-Burton figures, of 
course, are already available to us. 

Early in the development of our 
program we became convinced that 
something more than “spot assis- 
tance” in “hardship” cases was 
necessary, especially with respect to 
hospital and health facility con- 
struction. We all know that the 
nation’s hospital plant is only about 
50 per cent adequate to meet present 
peace-time minimum needs. The dis- 
tribution of our hospital beds is not 
well balanced. The nation needs an 
adequate, well-distributed hospital 
plant in peace time, but it is an even 
more essential requirement for na- 
tional defense in times like these. 


Shortages of 
equipment and 
supplies... 


Government controls 


HILL-BURTON PROGRAM 
SUCCESSFUL 


The new Hill-Burton program, the 
first systematic, nation-wide hospital 
construction program with Federal 
aid, is stimulating hospital construc- 
tion across the land. As of January 
1, 1951, a total of 1,489 projects 
had been approved; 366 were com- 
pleted and in operation; 840 were 
under construction, and 283 initially- 
approved projects were being proc- 
essed to the stage of final approval. 
Most of the new hospitals under this 
program are being built in small 
towns and smaller cities, out of the 
so-called target areas. Recently re- 
vised estimates indicate that the 
Hill-Burton program constituted 34 
per cent of the total of such con- 
struction under way in 1950. 

Because we need these hospitals 
badly; because they will be most 
important to our civilian defense, 
and because even with expedited 
completion, the nation still will not 
have nearly enough hospital beds to 
meet even routine requirements, we 
made strong recommendations to the 
Defense Production Administration 
for a temporary allocation system — 
the establishment of a reserve of 
critical materials for hospitals and 
health facility construction which 
would relieve hardship cases which 
we found were rapidly developing. 

On March 28, I am glad to re- 
port, the Defense Production Ad- 
ministration authorized for delivery 
in June supplies of steel, copper, 
copper-base alloys, and aluminum for 
hospital and health facility projects. 
This set-aside of raw materials is 
sufficient, according to our estimates, 
to satisfy most of the hardship cases 
in current hospital and health facility 
construction. Allocations from this 
reserve are being made upon the basis 
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of Public Health Service approval. 
This June program, preceding the 
establishment on July 1, 1951, of 
the Controlled Materials Plan, 
known as C.M.P., provides priority 
ratings for hardship cases among 
hospital construction projects. A set- 
aside program for steel, copper, and 
aluminum for July, August, and 
September has also recently been 
approved for C.M.P. operations. 

Hospital and health facility ad- 
ministrators, and their contractors, 
may apply during this interim period 
for priority ratings on orders for 
urgently needed building materials 
which they, or their contractors, 
cannot secure through normal sources 
of supply, including iron, steel, cop- 
per, aluminum, and_ copper-base 
alloys, as well as for components, 
such as sterilizers, operating equip- 
ment, boilers, elevators, and heating 
units. 

We are asking that applications for 
such priority assistance be submitted 
through our Regional Medical Direc- 
tors. Upon receipt in Washington 
these applications will be reviewed 
and, if approved, will be certified to 
the N.P.A. With N.P.A. approval the 
applicant will receive authority to 
use a Defense Order, or “DO-45” 
symbol on his orders for the re- 
quested materials or equipment in 
accordance with N.P.A. Regulation 2. 

Any hospital, physician, clinic, 
medical research laboratory, or manu- 
facturer or producer for these groups 
who can produce evidence of urgent 
need, plus sufficient evidence that 
not one, but several attempts to 
obtain needed items through normal 
channels have failed, has a good 
chance to receive prompt help 
through our representations to N.P.A. 

The commencement of construction 
of buildings is controlled by the 
National Production Authority limi- 
tation order M-4 as amended May 
11, 1951. This order provides that 
before commencement of construction 
of a hospital or health facility proj- 
ect which uses over 25 tons of 
steel an application for authority to 
commence be approved by the 
Washington office of the National 
Production Authority. Under present 
regulations an applicant for such 
authority should file National Pro- 
duction Authority form NPAF-24 
with the field office of the Depart- 
ment of Commerce in the region of 
the site of the proposed construction. 
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Excluded from the terms of this 
order are all buildings or structures 
which, upon completion of construc- 
tion, the total use of steel in the 
forms and shapes defined in National 
Production Authority order M-1 and 
also including reinforcing steel, does 
not exceed 25 tons. 

Arrangements have been made for 
applications for authority to com- 
mence construction for health facility 
projects to be referred by the 
Washington office of the National 
Production Authority to the Public 
Health Service for review and 
recommendation. Negotiations are 
currently under way with N.P.A. 
for the Federal Security Agency to 
be delegated authority to approve 
such permits and, under this new 
procedure, Form NPAF-24 will be 
routed directly to the P.H.S. Re- 
gional offices. 


CONTROLLED MATERIALS PLAN 


Many conflicting reports were set 
at rest when the N.P.A. announced 
the Controlled Materials Plan on 
April 3. The plan, to take effect 
July 1, is an allocation system under 
which all steel, copper, and aluminum 
for direct military, “defense support- 
ing” and essential civilian industry 
will be parcelled out by the govern- 
ment. The Controlled Materials Plan 
will assure supplies of basic metals 
to essential industries and, at the 
same time, “compel and permit” an 
appraisal of essential programs and 
assure a reserve for civilian use. 
Under C.M.P. the controlled indus- 
tries, so far 131 of them, will sub- 
mit their estimated requirements for 
each quarter to the N.P.A., which 
will screen them and make appropri- 
ate allocations. 

The C.M.P. will make possible 
relatively firm appraisals of the 
quantities of the basic metals left 
for civilian usage after priority allo- 
cations are made. Thus, if enough 
remains for about 50 per cent normal 
operations, then limitation orders on 
the amount of metals that can be 
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used for auto-making, television sets, 
and other “hard goods” will be 
tailored to that amount. The pro- 
gram should permit reasonable pro- 
duction of civilian goods, barring a 
global war. 

The manner in which construction 
projects will be supplied under the 
Controlled Materials Plan has not yet 
been completely determined since the 
C.M.P. Regulation No. 6 applying 
to construction has not yet been 
issued; however, the following points 
have been determined in the course 
of discussions with the Defense Pro- 
duction Administration and_ the 
National Production Authority: 

A. All hospital and health facility 
construction will be covered under 
C.M.P. beginning with the third 
quarter of calendar year 1951. 

B. This means that all hospital 
and health facility projects using 
more than 25 tons of steel in the 
forms and shapes defined in N.P.A. 
Order M-1 and including reinforcing 
steel, should apply on Form CMP-4C 
stating the nature of the project and 
giving an estimate of the require- 
ments as specified in the form. 

C. This form will serve ‘both as 
an application for authority to com- 
mence construction and as an applica- 
tion for the allocation of controlled 
materials and also as an application 
for the issuance of a rating authoriza- 
tion for materials and equipment 
needed on the job. 

D. Information concerning this 
process will be made available to 
the Regional Offices of the Federal 
Security Agency and the State Hos- 
pital Construction Agencies as soon 
as the C.M.P. construction regula- 
tions and the approved form are 
formally issued by the National 


Production Authority. Negotiations 


are under way with N.P.A. for the 
F.S.A. to be delegated authority to 
receive, process, and approve Form 
CMP-4C for all health and educa- 
tional facility construction. 

The Controlled Material Plan’s 
effect on our hospital and health 
facility construction program will be 
to make it even more effective. As an 
essential activity under C.M.P., such 
construction projects, approved by 
the Public Health Service, will be 
assured of adequate materials and 
components unless unforeseen events, 
such as an all-out war, require the 
rescheduling of critical materials for 


military purposes. 
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What is the supply outlook? 


T A forum recently sponsored 

by the University of Chicago 

an outstanding body of economists 

discussed the effects of the mobiliza- 

tion program. For three days some 

70-odd economic experts from class- 

rooms, business, and government 

talked about the post-Korean infla- 

tion and wrangled over what to do 
about it. 

The net result: agreement that the 
“scare buying” of fall and winter has 
begun to taper off with an easing of 
the immediate pressure on prices; 
agreement that in spite of this the 
long term effects of mobilization and 
government spending will still be 
inflationary; and wide disagreement 
on what to do about this long-term 
inflation. 

However, in many of the leading 
business reports there are indications 
that some of the most potent in- 
flationary forces are easing off, and, 
barring an expanded war situation 
in the world, inflationary pressures 
may not increase again. This does 
not mean to say that price levels 
will not remain high, but price rises 
from current levels might be logically 
expected to be scattered. In New 
York last week I was interested to 
observe a very serious and growing 
price war on gasoline — which situa- 
tion has been interpreted by some 
as a symptom of the current situation. 
There are evidences of some meat 
prices being off from the top levels. 
You have probably all been interested 
in some of the great bargain sales 
which have been going en around the 
country. Manufacturers of television 
and radio sets, as well as others, are 
putting on terrific sales drives to 
move the great stocks which are on 
hand. One of the business magazines 
said the other day that percentage 
declines in some so-called “sensitive” 
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Hospitals can and should 
take steps to weather 
more severe inflation and 


shorter supplies 


Thomas Murdough 


commodities ran as follows: tin, off 
24 per cent from the top; rubber, 
off 24 per cent; wool, down 18 per 
cent; hogs, down 15 per cent; the 
entire sensitive commodity index is 
down 6.2 per cent from the high. 
They followed up by saying that the 
rise in prices — inflation — often 
went too far and too fast. 

Almost all the assembled experts 
find evidence that the “speculative 
boom” — which they hold responsi- 
ble for most of the recent price ad- 
vances —is over. Indeed, this was 
topic “A” among the men who deal 
with economics day-by-day in the 
form of production, distribution, and 
financing. It’s a view now shared also 
by the government officials who fol- 
low the daily business picture. 


STILL MORE INFLATION 
IN SIGHT 

The experts aren’t predicting an 
end to the strong inflationary pres- 
sures from the rearmament effort. On 
the contrary, more inflation in the 
long run seemed to show up in every 
expert’s crystal ball. But for the 
immediate present most of them also 
see an easing of demand and leveling 
off of consumer prices. 

The distinction between the short 
and long term views is carefully 
marked by Mr. Blough of the 
Government’s Council of Economic 
Advisors. “We could get a little sag,” 
he predicts, “But as for any down- 
ward spiral, I can’t see it, because 
the developing inflationary forces 
look too strong.” 

Michael V. DiSalle, who, as direc- 
tor of price stabilization, has the 
job of tying down prices, concedes 
that many prices have stopped rising 
of their own accord. “It looks like 
we are entering a period of some 
price stability,” he observes. 


Theodore Schultz of the University 
of Chicago thinks our economy has 
withstood the shock of the scare 
buying and is in a very healthy 
condition. 

The National Association of Pur- 
chasing Agents in a recent monthly 
survey remarked that the stage may 
be set for another inventory recession 
similar to that of 1949, and said 
further that finished goods are piling 
up on producers’ and distributors’ 
shelves, and industrial raw materials 
are badly out of balance in relation 
to current sales. During March and 
April fewer prices advanced than in 
any month since April, 1950. 

Industry is rising to the production 
challenge as never before in the na- 
tion’s history. There is ample reason 
to believe that the production job 
ahead can be done, what with current 
plans for capital spending generally 
throughout industry. Industry plans 
to spend on plant and equipment in 
1951 the all time record sum of 
$21,500,000,000 — 45 per cent more 
than 1950. It is anticipated that the 
increases in civilian output will be 
such that our 1950 living standards 
can be regained by 1953, plus arms 
production. 

However, this tremendous expan- 
sion of production facilities of all 
sorts calls for very careful handling 
because of the shot in the arm it 
gives inflation. To expand plant and 
equipment requires men and mate- 
rials that might otherwise be produc- 
ing for the finished goods markets. 
Workers and suppliers are paid, but 
there is no equivalent in goods for 
consumers to buy. The result is pres- 
sure for rising prices. When the new 
plants get into production, of course 
the tables are turned — more goods 
are available to meet demand and 
pressure on prices is eased. 

In the immediate post-Korean 
period, scare buying built up inven- 
tories tremendously, and in a wide 
range of commodities shortages de- 
veloped. Then in many instances 
production caught up with demand 
and the situation was eased con- 
siderably. There are instances today 
where ebbing demand for civilian 
goods is taking the steam out of 
inflation, despite growing production 
of military goods and the heavy 
spending by business for new plant 
and equipment. Even now I hear 
suppliers express the belief that there 
has been a considerable amount of 
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hoarding by hospitals. It has been 
said that the excessive buying of 
civilian goods has “sated” the public 
and there are many instances where 
the same is true of hospitals. A very 
recent report of business activity 
showed the inventory purchases by 
business are down sharply, especially 
in soft goods. Department stores, for 
example, having ordered heavily from 
suppliers during the scare buying in 
January, slashed new orders nearly 
50 per cent in February. Here and 
there are some soft spots in prices 
which indicate that consumers and 
business are taking a fresh look at 
unexpectedly easy supplies. 


UNSOUND TO HOARD 


However, without price ceilings in- 
flationary pressures would get out of 
hand in many instances. Supplies and 
equipment for hospitals are under 
price controls and it is unreasonable 
to build inventories as a_ hedge 
against inflation. Likewise, it is not 
sound to build inventories generally 
against the possibility of running out 
of stock on a broad basis. It has 
often been said that distribution 
rather than production of commodi- 
ties is the problem in the United 
States, and this certainly pertains 
now. Under these circumstances, it is 
probable that what problems hospi- 
tals encounter in securing equipment 
and supplies will be temporary. 

There is greatly heightened con- 
sciousness in Washington that hospi- 
tals are a prime element in the 
defense program of the nation, and 
thus steps are being taken to ease the 
distribution problems with regard to 
hospitals. The first step taken was 
the establishment of the Defense Or- 
der Plan— the DO 97 program. Of 
course, the DO 97 is a lever in the 
hands of all business establishments 
to assist in procuring items needed 
for maintenance, repair, and opera- 
tions. At best it is a stop gap. Wash- 
ington has been urging hospitals and 
their suppliers to use DO 97’s cau- 
tiously and only when efforts to get 
delivery through regular channels 
have been unavailing. Incidentally, 
DO 97’s may not be used for capital 
expenditures exceeding $750. The 
word now is that when the Control 
Materials Program goes into effect 
this summer, manufacturers of equip- 
ment and supplies for hospitals will 
find themselves high on the list of 
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those entitled to procure whatever 
scarce materials are listed. As you 
probably know, there have been some 
19 claimant agencies recognized in 
Washington. The military services are 
at the top of the list, quite naturally. 
Under the new program being devel- 
oped there is a good chance that 
hospitals will be just under or very 
close to the military services. 

Now the question arises as to what 
should hospitals do about all this. We 
are in what is often called a “seller’s 
market.” Those who have goods are 
in a position to call their shots, so to 
speak; they can allocate their stocks 
to this, that, or the other hospital. 
Also, this is an unusual market be- 
cause the various instances of scarce 
materials put unscrupulous manufac- 
turers in the position of being able 
to foist unnecessarily poor quality 
goods on the market. It is a period 
during which buyers must be alert to 
specifications and must keep in mind 
always a clear conception of the es- 
sential functions of the items they 
must buy. As one manufacturer said 
to me recently, buyers should beware 
of cheap goods from unknown 
sources. When a salesman tells you 
he is out of a particular item — but 
his new gadget will do just as well, 
the time has come to put on your 
thinking and analyzing cap and roll 
the idea around pretty thoroughly. 


POSITIVE SUGGESTIONS 


Here are several positive thoughts: 

1. Centralize your buying in one 
individual to as great an extent as 
possible. Buying these days calls for 
a well rounded appraisal of day-to- 
day conditions; for a long range pro- 
gram of supply acquisition. Divided 
responsibility on internal organization 
functions almost always involves in- 
efficiency and is far from conducive 
to smooth operations. Today it is of 
special importance to have some one 
individual in your hospital charged 
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with the responsibility of procure- 
ment, with the authority to make 
quick decisions. 

2. Refine your inventory control 
system. This involves a review of 
your minimum and maximum inven- 
tory points for each item. In some in- 
stances with consumables you may 
want to increase selectively your 
minimum and maximum figures. Pos- 
sibly your finances will not allow 
increases in maximum inventory since 
your over-all investment would rise, 
but increasing the minimums will help 
solve the problem by causing you to 
buy more frequently and thus avoid 
out-of-stock conditions. 

3. Anticipate your requirements. If 
you have been purchasing on a 30- 
day basis, it would be good policy 
to look 60 or 90 days ahead. Not 
only will this be in your interests but 
it will be a great help to your sup- 
pliers in their own planning. 

4. Conserve supplies. The problem 
of waste is ever present in business. 
All members of your staff should be 
alerted frequently to guard against 
waste. Every bulletin board in your 
hospital should have reminders to 
everyone to guard against breakage, 
waste, extravagance. You might al- 
ways adopt the slogan “If you 
wouldn’t discard it or throw it away 
at home, don’t do it here.” 

5. Concentrate orders. Cost of han- 
dling and processing an order causes 
the supplier to be more interested in 
shipping a large order than a small 
one. Thus to divide an order for 
100x among ten suppliers is apt to 
reduce your chances of getting your 
requirements. 

6. Check your relationships with 
your suppliers. In a seller’s market 
there is a strong inclination for sup- 


-pliers to offer merchandise to those 


accounts which perform most satis- 
factorily. 

In concluding I want to express my 
personal feeling, based upon conver- 
sations with many manufacturers and 
distributors, that there is no need to 
become alarmed over the possibility 
that your general requirements of 
equipment and supplies will not be 
met. There may be some delay in 
obtaining certain items of heavy 
equipment, but a careful survey of 
your normal requirements plus a plan 
of purchasing based upon a look into 
the future will prove to be your safe- 
guard against extreme difficulties. 
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Can Hospital Costs 
be kept in line? 


Reducing expenses... 





Sister Frances Catherine, S.C.N. 


DO not believe anyone has all 

the answers to the problem of 
the constantly increasing costs in hos- 
pitals, but all administrators should 
make every effort to ascertain the 
reason for the constant rise in ex- 
penses, and if “danger signals” are 
found, immediate steps should be 
taken to eliminate them. The action 
taken should be corrective — it 
should be through cost reduction, a 
revision of discounts, an increase in 
accounts receivable collections, or 
through increased rates. Any action 
should be taken intelligently, always 
remembering that “service must be 
maintained.” 

All hospitals should be governed 
by sound business principles, other- 
wise their activities may be greatly 
curtailed, or they may cease to 
function altogether. Catholic hospitals 
have a much greater need for operat- 
ing on a sound financial basis, so 
that none may ever cease to function, 
since their purpose is so tremendous 
—that of God’s honor and glory 
and the salvation of souls, in ad- 
dition to rendering care to the sick 
and injured. 

The answer to the question “How 
can we meet our rising hospital 
costs?” is not always “We must in- 
crease our rates.” Sometimes this 
might be the only solution, but in 
a great many cases it would not be 
necessary if operating expenses were 
reviewed to determine if they could 
be reduced. 


PAYROLL COSTS 
MAJOR FACTOR 


Let us first briefly examine the 
management of our personnel, be- 
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cause from 55 to 70 per cent of 
hospital cost is in payroll. 

One thing that is paramount in 
the meeting of our personnel prob- 
lems is sound personnel policies. 
Every hospital should have written 
policies, and practices should not 
differ from the policies. Not only 
should the administration understand 
the policies perfectly, but they should 
be explained to each employee, by 
the personnel director, or whoever 
does the employing, and a copy of 
the personnel policies should be given 
to each new employee for his per- 
sonal use. 

Major personnel problems con- 
fronting the hospital field today are 
— shortage of adequately trained per- 
sonnel, excessive absenteeism, and a 
high rate of turnover. Excessive 
turnover is expensive and inefficient 
in any industry, but it is especially 
so in the hospital where standards 
of patient care and public relations 
are adversely affected by a rapidly 
changing staff. People are likely to 
lose confidence in a hospital if too 
many of its personnel do not know 
the hospital routine, and the burden 
on the supervisors and heads of de- 
partments is heavier when a large 
portion of their time is spent orient- 
ing a number of new employees. 

It is very important to have a job 
analysis of each position in the hos- 
pital. A job description tells the 
worker specifically what his duties 
are and helps avoid confusion — it 
also makes clear to the supervisor 
when the job has been properly 
handled. To hold employees, and 
thereby lower expenses, there should 
be a well planned orientation pro- 


Possible economies, 
fresh approach should be 


first answer— 


not higher rates 


gram. Therefore, hospitals should 
endeavor to select the right type of 
worker, and even when applicants are 
scarce, none should be hired until his 
references have been received and 
checked. Properly introduce him to 
his job, instruct him, maintain an 
interest in him, and a loyal employee 
will be the result. The unhappy 
worker is unproductive, but the satis- 
fied worker will easily cultivate 
courtesy, kindness, a spirit of devo- 
tion and unflagging zeal in the inter- 
est of the patient. 


ABOUT CARELESSNESS 


Let us approach the problem now 
from the angle of carelessness and 
waste. We have seen it in other 
hospitals and certainly should have 
no difficulty in recognizing it in our 
own institution. 

Carelessness is costly — vigilance 
is the answer for preventing waste, 
but constant reminders should be 
given to watch for the avoidance of 
the seemingly little things which help 
increase operating costs. For exam- 
ple — burning lights unnecessarily, 
failing to turn water spigots tightly, 
or failing to report needed repairs 
to the maintenance department, 
opening windows and leaving radi- 
ators on when it is too warm, using 
saucers from food trays for flower 
pot containers, using clean linens for 
dust cloths and for floor cloths, using 
expensive forms for scratch pads, put- 
ting syringes on food trays, thereby 
losing them in the garbage. 

One of the best methods to control 
hospital supplies is a perpetual in- 
ventory, which provides an accurate 
record to indicate where supplies are 
being used. It is also a guide for pur- 
chasing. The successful purchasing 
agent will see every salesman who 
calls and competition should be en- 
couraged to procure better merchan- 
dise and lower prices. 
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Requisitions should be carefully 
checked by the supervisor of the 
department before being turned in 
to the stock room. Seeing so many 
available supplies causes a tendency 
to order more than is actually needed. 
The purchasing agent may tie up 
large sums of money by re-ordering 
supplies long before they are needed, 
because the different departments 
are overstocked. 

Hospital administrators should con- 
stantly be on the alert for ways and 
means to keep operating expenses 
down. They should visit the different 
departments, talk with the super- 
visors, ask for their co-operation in 
curtailing expenses. Asking for sug- 
gestions for saving from employees 
will cause them to become aware of 
waste. Many of them will have help- 
ful ideas that could be well utilized 
by the hospital and save money for it. 

Practically all hospitals extend 
some hospitalization privileges to 
employees, staff members and their 
families or dependents, etc. It may 
be well to revise policies regarding 
discounts. Each hospital should have 
clearly established policies setting 
forth what privileges various groups 
are to be given. 


STATE AND COUNTY CASES 


Presenting the hospital’s financial 
problem to state and county welfare 
associations is one of the greatest 
tasks confronting hospital adminis- 
trators today. Apparently such as- 
sociations are laboring under the 
supposition that a charitable hospital 
or any charitable institution can give 
unlimited charity without expecting 
any reimbursement. There are few 
hospitals which can dispense un- 
limited hospitalization free or below 
cost. The amount of endowment 
sufficient to provide funds for this 
purpose would have to be great in- 
deed. The greater number of Catholic 
hospitals are not endowed and their 
only means of paying their accounts 
is with money collected from patients. 

Catholic hospitals are anxious to 
do, and are doing, more than their 
share of charity work. The “whys 
and wherefores” of the indigent need 
not be discussed for we have Our 
Lord’s own words “The poor you 
Shall have always with you.” And 
“When you did it to one of these, 
my least brethren, you did it to Me.” 

Some states are paying for their 
indigent on a reimbursable cost basis. 
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Perhaps other states could be pre- 
vailed upon to do the same, if 
the hospital financial picture were 
presented to them in the right psy- 
chological manner. 

I have now come to what I 
consider the “last resort” in meeting 
the rising hospital costs and that is 
—to increase rates. 

Before definitely deciding which 
rates to increase and how much, the 
cost of providing various services 
should be ascertained, because rates 
should be governed by costs. Some 
charges might be too high and others 
entirely too low. 

In order to know costs, a good 
accounting system and a cost analysis 
of each revenue and non-revenue pro- 
ducing department in the hospital is 
necessary. There should also be 
uniformity in the reporting of hos- 
pital statistics. This is vital for a 
comparison of services and items of 
income and expense. Cost per patient 


day is of little value in comparing 
costs among institutions, unless in 
the institutions being compared costs 
include the same items, and the same 
technic is used in reporting patient 
days. 

It is not my purpose to explain 
cost accounting —I merely wish to 
state that cost accounting is a 
systematic procedure of keeping cost 
records for the purpose of determin- 
ing the cost of rendering service. An 
efficient cost accounting system will 
enable hospital administrators to as- 
certain which services are expensive 
and thus to revise their unit rates 
upward or downward. It is generally 
believed that the time is near when 
cost accounting will be a must. 

When increases in rates are neces- 
sary, hospitals should let the public 
know the reasons for increases. The 
public should be kept advised as to 
the financial problems of our 
hospitals. 


Price levels of raw food 


HIS is a timely topic, indeed, 

with price levels higher than they 
have ever been and with a further 
rise inevitable. Of course, wages con- 
tinue on the up-grade also but ac- 
cording to the person of ordinary 
means, it would seem that his salary 
level never quite catches up with his 
cost-of-living. This is true in hospi- 
tals also. Rates are raised when it be- 
comes absolutely necessary to do so 
but the majority of hospitals hesitate 
a long time before taking this step. 
In the meantime, payrolls start sky- 
rocketing and provisions and supplies 
call for expenditures beyond ll 
thinking. 

Let’s go back five years. In our 
particular case, the dietary payroll 
averaged $3,600 per month. Cost for 
meats ran about $3,400 monthly, 
groceries $2,300, milk and cream 
$1,000, butter and eggs $680, bread 
$460, fruits and vegetables $1,200, 
other supplies $300, or a total cost 
just short of $13,000 per month. 


Economies are possible 


Sister Patricia Ann, O.S.F. 


At that time the hospital census 
averaged 200 patients per day. 

And what do today’s figures show? 
Dietary payroll costs of nearly 
$6,000 per month, with a comparable 
number of people employed. Miscel- 
laneous supplies run about $400, 
meats $3,100, groceries $4,000, milk 
and cream $1,400, butter and eggs 
$1,500, bread $600, fruits and vege- 
tables $1,000, resulting in a total cost 
of $18,000 per month. 

The hospital census is now aver- 
aging 242 patients a day, which 
means a census increase over a five- 
year period of about 21 per cent, 
while dietary costs have increased 
38 per cent. 


WHY IS MEAT “CHEAPER”? 


If you have been following the 
above figures closely, you are un- 
doubtedly questioning the difference 
in meat costs over the five-year pe- 
riod, which decreased about 10 per 
cent in spite of unheard of jumps in 


245 














prices. In fact, if we leave meats out 
of the above computations entirely, 
the increase in cost of the other items 
is about 56 per cent. The saving in 
meat costs has been accomplished by 
careful buying and storing in our own 
deep freeze units as well as in rented 
commercial lockers. The small ex- 
pense there involved has been amply 
justified. 

Milk and cream have again taken 
a slight jump in price but this time 
it is due to the substitution of paper 
containers in place of bottles. It is 
felt that this minor increase will be 
quickly absorbed in the saving real- 
ized from eliminating the handling of 
the old type bottles. Certainly the 
paper is much more sanitary and is 
proving very satisfactory. 

In making the general comparisons 
as previously outlined, some interest- 
ing facts were developed. Sugar has 
increased over a five-year period 
from $6 a hundred to $9.25. Coffee 
jumped from 27 cents a pound to 
78 cents. Flour went up $3 a hun- 
dred, while lamb chops jumped from 
40 to 68 cents per pound. We won’t 
even talk about the fashionable rise 
of the American “hot dog.” 

Another interesting point was un- 
covered while delving into the 1946 
figures. It was in June of that year 
that price controls were abandoned. 
And what happened then? Actually 
some items remained fairly stable 
but the majority of food products in- 
creased in cost during the last six 
months of that year. According to 
our own experience, the average in- 
crease was 23 per cent, with the larg- 
est increase (83 per cent) in butter 
and eggs. Strangely enough, our 
bread costs decreased 8 per cent dur- 
ing that period, and dry groceries 
increased only 1 per cent. 

According to the Cost of Living 
Index (Wholesale), using the year 
1926 as a base and figuring that year 
at 100 per cent, the wholesale cost of 
living changed as follows: 


1926 100 per cent 

1946 130.7 per cent 
1947 168.7 per cent 
1948 179.1 per cent 
1949 161.4 per cent 
1950 166.1 per cent 


For the first four months of 1951, 
‘the percentage was 188 per cent. 

Broken down into commodities, the 
cost of living index, as between June 
1946 and April 1951, varied as fol- 
lows: 
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June April 
1946 1951 
per cent per cent 

All foods 112.9 188.0 
Dairy products 147.3 173.0 
Cereals 101.7 166.8 
Fruits and vegetables 136.1 142.4 
Meat, fish, and poultry 110.1 255.2 
Meat 116.6 274.8 
Poultry (Not available) 107.0 
Other foods 98.1 159.0 


When price controls were aban- 
doned in June 1946, the figure shown 
on the Cost of Living Index was 
112.9 per cent, but in November of 
that same year such cost was listed 
at 165.4 per cent. 

And just when is this continual in- 
crease going to stop, for stop it must 
or the results will be nothing short 
of a catastrophe. Over-production of 
food may help, but many factors 
enter the picture before there is a 
possibility of over-production. 

During the 40-year period prior to 
World War II, food production 


varied not more than 3 per cent, but 
it increased 40 per cent in 1944. 
According to experts, this was due 
to favorable weather conditions, and 
also to rising farm product prices 
which resulted in new machinery and 
different work methods, such as seed- 
ing, pest control, and the like. Food 
production has remained stable since 
1944 but the demand has increased 
due to greater population and larger 
exports. Government demands also 
have contributed to present shortages. 

However, if good weather prevails 
and other favorable conditions con- 
tinue, the production rate may again 
start to rise and eventually there may 
be a decline in costs. Certainly there 
is no likelihood of a decrease in the 
demand so the solution must lie in 
greater production. 

So we must add to our prayers for 
more laborers in the Vineyard of the 
Lord that He will also see fit to in- 
crease the fruits thereof. 





Hospital in Syracuse, N. Y. 
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HIS is Naya (Sister) Pelagy, the 

first Eskimo Nun. Twenty years 
old and beautiful, she was born the 
daughter of a sorcerer in an igloo 
in the snow-swept Canadian Arctic. 
Her religious profession in the Insti- 
tute of the Grey Nuns of Montreal, 
which took place in March at 
Chesterfield Inlet—on the Western 
shores of Canada’s Hudson Bay, 225 
miles from the Arctic Circle — was 
the most exciting moment of her 
life. It was also a great triumph for 
the Church after 40 rugged years in 
this nearly God-forsaken corner of 
the world. 

Pelagy’s family were members of 
the “Caribou Tribe,” so called be- 
cause their entire existence is based 
on the hunting of caribou. She spent 
the first two years of her life as a 
papoose on her mother’s back .. . 
lived in an igloo in winter, a tent 
in summer . . . ate raw, frozen meat, 
fish, seal, and walrus . . . learned 
the Eskimo woman’s basic tasks in 
the primitive nomadic life where 
every day brought a new fight 
against famine and freezing cold, 
where the only philosophy is: sur- 
vival of the fittest. 

Her father -was a witch doctor, 
practicing the Eskimo religion which 
combines ancestor worship and spir- 
itualism; and who, with her mother, 
became one of the first converts to 
Christianity in the area. Pelagy’s 
faith was strengthened after a diph- 
theria epidemic caused a brief re- 
surgence of paganism in the tribe. 
She then recalled a childhood visit 
to the hospital of St. Theresa of the 
Child Jesus at Chesterfield Inlet and 








First Eskimo Nun 


Louise Barnes Going 


longed to join these “Arctic Angels.” 

At the age of 15, when most 
Eskimo girls are married, Pelagy 
began her preparation which was 
climaxed five years later by her 
profession before the Bishop of 
Hudson Bay. Newsreels of the cere- 
mony were shown in theaters all over 
the world. Pelagy is not only lovely 
to look at but has poise, distinction, 
dignity. Those who knew her as a 
grubby little Eskimo child are 
amazed at the transformation, which 
is almost miraculous. 

In this lonely Arctic outpost, 
Pelagy and the other Grey Nuns 
care for the earth’s disinherited under 
the direction of a doctor appointed 
by the Canadian government. Here 
for the first time, Eskimos know 
what it means to lie in a clean, white 
bed and receive adequate medical at- 
tention. Babies, invalids, accident 
and disease victims are attended to 
with devotion . . . the cold and filthy 
igloo was never like this! 

The little Eskimo Nun has a lot 
to learn as a nurse ... and as a 
Sister. The contrast between her 
present quiet life and her Stone Age 
past is very great. In the early days 
of her novitiate she sighed, “Why 
was I born an Eskimo? You white 
Nuns have so many thoughts and it 
is easy for you to meditate long 
hours in the chapel. For me, this is 
a very hard thing.” But Pelagy 
has come a long way since then and, 
day by day, her heart and spirit 
grow ever more ready for the life 
work to which God has called her in 
this barren land. 


Below (L) — Chesterfield Inlet Hospital; (R) — Snowhouse. 


Sister Pelagy 


“Naya” Pelagy reads the text of 
her vows before the Bishop. 





In the Church, men gather on the 
right hand side, women on the left. 



























OBLEMS 





Gerald Kelly, S. J. 


Consultation 


The third of the General Directives 
of the hospital code says that ade- 
quate consultation is required for all 
procedures involving serious conse- 
quences. 1. How does the consultation 
prescribed here differ from the con- 
sultation mentioned in the Introduc- 
tion to the code? 2. Must a doctor 
who consults according to this third 
rule of the General Directives always 
follow the advice of his consultants; 
and must the hospital authorities 
always forbid him to act against a 
majority opinion of consultants? 3. If 
the answer to the second question is 
negative, can you suggest some prac- 
tical rules for determining when a 
physician should not be permitted 
to act against the majority judgment 
of consultants? 

Let me introduce my answer to 
these questions by citing the relevant 
passages from Ethical and Religious 
Directives for Catholic Hospitals. In 
the Introduction (p. 2) it is said: 

“Cases can arise in which the 
morality of some procedure is doubt- 
ful, either because the code does not 
seem to cover the case or because the 
application of the code is not clear. 
In such cases, consultation is obliga- 
tory, if possible; and the hospital 
reserves the right to insist on this 
and to choose or to approve the 
consultants.” 

The third of the General Direc- 
tives (p. 3) reads as follows: 

“Adequate consultation is re- 
quired, not only when there is doubt 
concerning the morality of some pro- 
cedure (as stated in the Introduc- 
tion), but also with regard to all 
procedures involving serious conse- 
quences, even though such procedures 
are listed in this code as permissible. 
The hospital reserves the right to 
insist on such consultation.” 


The first quotation shows that the 
Introduction is directly concerned 
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with morality. A physician and his 
medical consultants may have agreed 
that a certain procedure might be 
medically advisable but they are not 
sure that it is morally unobjection- 
able. This kind of doubt might arise, 
for instance, concerning the use of 
lobotomy for pain relief. This par- 
ticular use of lobotomy is not ex- 
plicitly covered by the code. It is 
true that the procedure has been 
discussed by moralists (cf. Medico- 
Moral Problems, Il, p. 29), but 
it has not been widely discussed and 
it is possible that the physicians in 
a certain place would have no know!l- 
edge of the discussion. To solve their 
doubt, therefore, they would have to 
refer the matter to someone who is 
qualified to give a moral appraisal 
of the procedure. The normal practi- 
cal rule would be to consult the 
chaplain; and he would either solve 
the problem on the basis of moral 
principles or refer it to a professional 
theologian. 

In the General Directives there is 
question of consultation which is pri- 
marily medical. For example, it is 
stated in the code that “castration, 
surgical or otherwise, is permitted 
when required for the removal or 
diminution of a serious pathological 
condition, even in other organs.” In 
such a case, consultation might be 
required in order to determine the 
gravity of the pathology, the probable 
effectiveness of castration, or the 
relative value of other treatments. 
These are medical points; and the 
consultants should be medical men. 
But it should be noted that, though 





Note: Medico-Moral Problems 
may be submitted to the Editors 
of Hospital Progress, 1438 South 


Grand Boulevard, St. Louis 4, Mo. 





the consultation is directly concerned 
with medical matters, it is indirectly 
concerned with morality because a 
harmful procedure is not permitted 
when it is not medically called for. 


As a basis for a prudent answer 
to the second question, let me call 
attention to a provision of the Code 
of Canon Law (canon 105). The 
Church often demands that ecclesias- 
tical and religious superiors take 
counsel before acting, but it does 
not demand that they always follow 
the advice of their counselors. In 
some cases the superiors are obliged 
to follow a majority vote, but in 
other cases they are permitted to 
act contrary to the advice of the 
consultors. In these latter cases the 
purpose of the consultation is to 
guarantee that the superiors will not 
act with imprudent haste. 

By analogy, I would say that the 
requiring of medical consultation does 
not always or necessarily mean that 
the physician must follow the opinion 
of his consultants, even a majority 
opinion. There may be some cases 
in which he should not be allowed 
to act against a majority opinion, 
but this is certainly not an absolute 
and universal rule. In some cases 
it should be sufficient for the doctor 
to give prudent consideration to the 
views expressed by his consultants 
without being morally obliged to fol- 
low these views. In fact, he may not 
in conscience follow these views if 
he sincerely thinks they would be 
detrimental to his patient. 

Before deciding whether or not 
they should permit physicians to act 
against the advice of their consult- 
ants, hospital authorities must con- 
sider many factors. For one thing, 
mere number is not always the best 
criterion; for the opinion of one 
eminent physician may be more valu- 
able than the views of many less 
capable men. Also, differences of 
opinion among physicians are some- 
times due to differences in training, 
and some allowance has to be made 
for this in appraising the results of 
consultation. 

If we keep the foregoing points in 
mind we can easily see that the 
answer to the second question is 
negative: that is, the doctor who 
consults according to the third rule 
of the General Directives need not 
always follow the advice of his con- 
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sultants, and the hospital authorities 
need not (and should not) always 
forbid him to act against a majority 
opinion. 


How can we determine when 
physicians should not be allowed to 
act against a majority vote of con- 
sultants? I would not attempt to 
state any absolute rules; but I can 
offer three suggestions which should 
help hospital administrators and 
staffs to formulate a policy which is 
adapted to their own circumstances. 

1. Protect the helpless. 1 am think- 
ing particularly of the unborn child 
and of the patient who is not sui 
compos. These are unable to protect 
themselves. It is true that parents 
and guardians have the duty of 
making decisions for them; but the 
parents and guardians are seldom 
able to make a proper appraisal of 
the medical facts and in some cases 
their own self-interests are contrary 
to the interests of their charges. 
Hence, administrators and _ staff 
should exercise special care to safe- 
guard these helpless charges. I do not 
see how they can exercise this care 
unless their normal policy follows 
this line: when there is question of 
procedures that involve danger for 
an unborn child (e.g. radiation 
therapy of pregnant reproductive 
organs) or for a patient who is not 
sui compos (e.g. lobotomy for mental 
illness), if a majority opinion favors 
a less dangerous procedure, the at- 
tending physician should not be 
allowed to act against this opinion. 

2. Do not unnecessarily interfere 
with the liberty of the individual 
physician. We must remember that 
the attending physician is the man 
responsible for his patients and we 
must credit him with competence 
and sincerity unless he gives evidence 
to the contrary. Hence, except for 
the cases mentioned in n. 1 and 
apart from conditions that indicate 
danger of abuse, a physician should 
not ordinarily be forbidden to act 
against even a majority opinion of 
consultants, provided that the pa- 
tient, when properly informed of the 
difference of opinion, wishes to follow 
the opinion of his own physician. 

3. Prevent or check abuses as oc- 
casions call for it. No doubt there are 
abuses. Some doctors are too much 
inclined to surgery; some hold on to 
outmoded harmful procedures; some 
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are given to experimentation or 
novelty; some may even look upon 
consultation as a mere formality; 
and so forth. The abuses are not 
common; and it would not be wise 
to deal with them by adding abso- 
lute directives to our code. 

One way to minimize abuses is to 
have the policy that consultation 
cases involving differences of opinion 
should be reviewed by the staff. This 
might not prevent all unnecessary 
harmful procedures, but it would 
prevent their repetition. And _ it 
would very likely prevent most of 
them from taking place, because a 
doctor would hardly insist on follow- 
ing an opinion he thought would be 
censured by the staff. 

I have been told of one hospital 
where the staff has the rule that fe- 


male reproductive organs may not be 
excised without the approval of a 
consultant. If the attending physician 
disagrees with the first consultant, 
he may ask for another; but if both 
consultants agree that an organ 
should not be excised, the operation 
is not permitted. The reason for this 
ruling was the fact that some younger 
physicians were inclined to do hyster- 
ectomies that more mature judgment 
considered unnecessary. This is an 
example of one local solution to the 
problem of abuse. 

In conclusion I should like to say 
that, before making the final draft of 
this article, I discussed all the points 
with several other moral theologians. 
This final draft expresses the views 
on which all of us are in substantial 
agreement. 


VIVVIGIFVIFIVIFVIFVIVIFIFIFIFIFIFIFIFIFVIFIFIFIFIIFIFIIFIIIGG 


HOW EFFECTIVE IS APPOINTMENT SYSTEM IN O.P.D.? 


How effective and useful is an ap- 
pointment system in the out-patient 
department of a general hospital? 
A survey conducted among some 
general hospitals with a bed capacity 
ranging between 250 and 1000 beds 
revealed that the majority favor a 
flexible modified appointment system 
in preference to a rigid non-flexible 
one; out of 19 responding institu- 
tions, 76.5 per cent favored the flexi- 
ble system. The responses indicate 
the following advantages of the ap- 
pointment system. 


1. Medical records and X-ray re- 
ports are secured before the pa- 
tient arrives, thus preventing 
delay both to the doctor and the 
patient. 


2. The entire clinic can function 
more orderly because of the 
even flow of patients. 


3. It assures security for the pa- 
tient having a definite time and 
period allocated to him, hence 
giving him a feeling of “be- 
longing.” 


4. It provides the only method for 
controlling patient admissions. 


5. It is a time saving element for 
both the patient and the hos- 
pital. 


6. The doctor has more time to 


give to the individual patient if 
he knows how many are as- 
signed to him. 


~ 


. It provides greater opportunity 
for the patient to be seen by 
the same doctor on each visit. 


8. It makes planning for teaching 
and demonstration possible. 
The following disadvantages of this 
system, however, were also brought 
to light. 


1. It is not practical in general 
clinics but it is useful in re- 
ferred or special clinics. 


2. Transportation and weather pre- 
sent a problem for patients who 
need to travel long distances to 
reach the clinic. 


. Doctors’ time may be wasted by 
the failure of the patient to 
keep his appointment. 


Ww 


4. Some medically indigent find it 
a hardship to conform to exact- 
ing hours. 


vi 


. In hospitals where there is am- 
bulance service for patients, 
difficulties may arise from either 
the service itself or the refusal 
of the patient to go to the clinic. 


From a report of Sister M. Albert, 
Sister M. Thomas, and Sister M. 
Lawrence. 


GVIVIGVIFVITVITVITVITIVITVIVIFVIFIFITIFVIFGIIF IF IF IF IF IIFIFIIIIFII7G 
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Conducted by Margaret Foley, R. N., M. S. 


Scores, grades, 


Beginning with this issue, con- 
tributed articles of primary inter- 
est to nurse educators will be a 
regular feature of the Nursing Ed- 
ucation department. With the ex- 
ception of the August issue, the 
regular Nursing Education column 
will appear here, also. 

We are pleased to present as 
our first author, Sister Madeleine 
Clemence, R.N., Ph.B., a member 
of the Dominican Sisters of Char- 
ity of the Presentation of the 
Blessed Virgin Mary. Sister Made- 
leine is Director of St. Anne’s 
School of Nursing, Fall River, 
Massachusetts — the only Ameri- 
can institution conducted by the 
Sisterhood — and a member of the 
Committee on Measurement and 
Guidance of the National League 
of Nursing Education. 


66 HAT grade did you get?”’, is 

a familiar student question 
from kindergarten to graduate school, 
both included; and “We _ have 
adopted the new (or, a new, if the 
teacher is of a skeptical bent) grad- 
ing system,” is also a familiar re- 
mark, heard from many educators, 
nurses included. This can only mean 
that grades are deemed important; 
that, if the use of grades is not too 
open to question, the choice of the 
type of grading to be used is a con- 
troversial issue; and that, although 
grades should be a means of expres- 
sion, no more, no less, the significance 
of a given grade is not generally 
understood. 

It may be useful and timely to 
clarify our concept of grades, and to 
re-evaluate the place of grading in 
our educational system; to under- 
stand the meaning of the most com- 
monly used grading devices, their ad- 
vantages, disadvantages, uses, and 
limitations in different situations; 
and, possibly, to shift our emphasis 
from the symbolic representation, 
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and education 


which a grade is, to the reality it 
should represent. 


WHAT DO WE MEAN BY 
GRADES, AND SHOULD 
WE GRADE? 


A grade is, in a symbolic form, 
the expression of the teacher’s opin- 
ion of a student’s work. It goes with- 
out saying that the opinion should 
be motivated; that what is used to 
arrive at grades, usually tests and 
examinations, should be reasonably 
valid. Also, the symbol should be 
understandable by all interested, and 
true to the opinion it expresses. No 
grades can ever be more adequate 
than the tests they express, but some 
grades are considerably less adequate. 

Grades can be the immediate ex- 
pression of the teacher’s opinion: an 
examination paper is read, found ex- 
cellent, and: Excellent, A, or 96 per 
cent, as the case may be, written on 
the paper. Or grades are the result 
of the manipulation of raw scores; 
these also represent, albeit indirectly, 
the opinion of the teacher who made, 
or at least chose, the tests which 
yielded them. 

But should we grade? Have teach- 
ers the right to express an opinion 
which can often be assimilated to a 
judgment? Few would answer in the 
negative; students expect to receive 
grades, and so do their families. 
Teachers like to grade, and let us 
hope that it is not undue optimism 
to believe that most of them want 
to grade their students because it is 
a practical way to let them know 
where they stand, and not because 
it gives the teacher a means to power. 
Grades are used to motivate learning, 
which is not an unmitigated blessing; 
and they can be made to orient learn- 
ing, if the attainment of the objective 
of teaching is being recognized. 
Grades are the most expeditive means 
of recording some types of achieve- 
ment, and are bases to many 


administrative decisions: admission, 
promotion, graduation, transfer, li- 
censure, etc. Grades furnish one kind 
of the data upon which research 
hinges, and make possible comparison 
of groups and accumulation of norms. 
And tradition, an all-powerful tra- 
dition, weighs heavily in favor of 
grades. 

It appears, then, that grades are 
here to stay. And precisely for that 
reason, it behooves us to be critical, 
not only of the type of grades we 
use, but also of the use we make of 
grades. Important decisions are based 
on grades alone, such as licensure, 
and one may well wonder if the best 
pencil-and-paper tests used to derive 
grades can ever be considered an ade- 
quate measure of nursing ability, to 
the exclusion-of anything else. Be- 
cause there is too much at stake, 
students cannot afford to risk poor 
grades and will sacrifice originality 
to what they know will satisfy the 
teacher. As a consequence, the edu- 
cational system, in nursing as well 
as in general education, tends to be- 
come self-perpetuating: students get- 
ting good marks become teachers; 
they, in turn, put a premium on the 
same qualities which were appreci- 
ated in them, and thus prepare the 
next generation of educators. A grade 
is too short a résumé of the teacher’s 
opinion to be of any help to the 
student for the correction of her mis- 
takes. It is an easy temptation for 
the teacher to feel that the grade 
takes the place of detailed comments, 
and for the student to focus her at- 
tention on the all-important grade, 
and forget the comments, if any were 
written: This tends to replace the 
desirable educator-educand relation- 
ship; and instead of guidance there 
is retribution. 

Most of these criticisms are di- 
rected to the misuse of grades rather 
than to the principle of grading.-The 
fact remains that, in our Catholic 
schools of nursing, where teachers 
respect Christ present in their stu- 
dents, and where students are taught 
to see Christ in their patients, we 
could easily find better incentives 
than grades. And, as we want not 
only to have convincing bases for our 
administrative actions, but also to 
prepare “the student for life and for 
eternity,” we need the specificity of 
information, and the spontaneity of 





1Margaret Foley, “Year of Decision,’’ HosP1rTar 
Procress, 32:5, p. 153. 
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response that graded tests do not 
afford. Wherever some place has been 
found in the educational scheme for 
non-graded tests of the diagnostic 
type, the results have been gratify- 
ing. But, when we do grade, let us 
endeavor to make our grades under- 
standable, equitable, and amenable 
to mathematic manipulation. 


WHAT DETERMINES THE CHOICE 
OF A GRADING SYSTEM? 


The type of the test and the size 
of the group preclude the use of cer- 
tain grading systems. Percentiles are 
meaningless with small groups, and 
simple ranking is clumsy with large 
groups. Standard scores of any kind 
are not advisable when the test yields 
a small range of raw scores. Per- 
centages, with the usual passing 
grade set at 60, 70, 75 per cent, are 
nonsensical when applied to a test 
constructed so as to afford a large 
range of raw scores, and where most 
of the items discriminate between 
students. 

Type of tests and sizes of groups 
are incidentals, and, as grades take 
so much importance, we like to think 
that the choice of a grading device 
reflects fundamental principles, a 
philosophy of education. Two schools 
of thought have their proponents: 
either the student is assigned grades 
on her own merit, regardless of what 
her peers achieve; or she is com- 
pared with the other members of her 
group, and grading takes the form 
of ranking. For all practical pur- 
poses, however, these two systems are 
not as opposite as they appear; at 
best, they are at different extremities 
of a continuum, and, at times, the 
continuum can be very short indeed! 

It would be highly desirable to 
have the student compete only with 
herself: to assign grades according to 
her progress, by comparing her past 
with her present performance; or 
according to the extent to which she 
attains the objectives of teaching, by 
comparing her to a pre-determined 
standard: perfection to be attained or 
minimum to be met. Theoretically, 
percentage grades and dichotomy 
classifications, such as passing against 
failing, accomplish just this. In such 
cases, the grade a student obtains is 
of her own making, and not influ- 
enced by the performance of her 
schoolmates. Not only can success be 
recognized, but also efforts encour- 
aged; and the atmosphere of not al- 
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together healthy competition should 
disappear from the classroom. How- 
ever, such a grading, to be successful, 
presupposes that the objectives of 
teaching, against which the student 
is to be checked, have been pre- 
cisely analyzed, accurately defined, 
equitably weighted, and adequately 
tested; and we all know only too well 
that these conditions are never met 
this side of Utopia! 

But, if they are not fulfilled, nei- 
ther minimum to be met nor perfec- 
tion to be attained can be established 
on a rational absolute basis, but only 
by comparison, on a relative basis. 
And here is where our two philoso- 
phies of grading meet. 

The second school of thought 
overtly compares the student with 
the rest of her group: class, school, 
whole nation. This is done with per- 
centiles and standard scores: a stu- 
dent’s score depends just as much 
upon the other students’ performance 
as it does upon the intrinsic worth of 
her own work. 

The unfairness of the system is 
more apparent than real. Whether we 
deem it desirable or not, we are liv- 
ing in a competitive world, and, 
standing within his group is so im- 
portant to the individual that, prac- 
tically, “good” has come to mean 
“better than... ,” and “poor” takes 
the significance of “worse than . . .” 
for teachers and students alike. In 
fact, whether we belong to one school 
of thought or the other matters less 
than whether we face the full impli- 
cation of our educational philosophy 
or try to rationalize it. 


GRADING SYSTEMS MOST 
FREQUENTLY USED 


Of all types of grades used, per- 
centages probably head the list. The- 
oretically, the student’s accomplish- 
ment is compared with perfection, 
and graded as a fraction of that pos- 
sible maximum: a grade of 83 per 
cent means that a student knows 
83/100 of the subject under consid- 
eration. 

Practically, two things happen to 
mar this attractive system. One is 
that, as it is always difficult, often 
impossible and sometimes undesirable 
to define the ideal accomplishment — 
the 100 per cent point — with such 
precision that it can be used as a 
standard, the whole idea of per- 
centage is illusory. To obtain a grade 
of 83 per cent implies a relative 


standing on a scale extending from 
60, 70, 75 to 100; but any idea of 
being 17 per cent short of perfection 
has been lost in most instances. 

The other thing which happens is 
that, instead of comparing the stu- 
dent’s work with perfection, because 
of the difficulty of the task, the 
teacher compares it to the minimum 
acceptable, the passing grade. How 
that minimum acceptable is being set 
is the crucial point of the percentage 
system of grading; but once the 
teacher has decided which papers 
should be below it, the other papers 
are ranked according to merit on a 
scale extending from the passing 
grade to the maximum. 

The numerical value of the passing 
grade has no relation to the stand- 
ards of the school; a school where 
the passing grade is 60 does not 
necessarily fail more students than 
another whose passing grade is 75. 
The main difference is that the for- 
mer ranks its passing students on a 
40 points scale, whereas the latter 
uses a 25 points scale. 

For the sake of brevity, it may 
be noted here and now that systems 
such as: A, B, C, D, F, or: Ex- 
cellent, Very Good, Good, Fair, Fail- 
ing, or similar systems where the 
teacher forms an over-all opinion of 
the student’s work, and grades the 
paper accordingly, are essentially 
similar to the percentage system, the 
only difference being the number of 
steps in the scale. 

Mention should be made of those 
situations where tradition, or a law, 
require the teacher to report her 
grades in percentages. These situa- 
tions are usually important to the 
student: and of course, in licensing — 
civil service examinations, for ex- 
ample: for such purposes, examina- 
tions of the objective types are 
usually chosen. On these, the range of 
raw scores could, and ideally, should 
extend from near 0 per cent of the 
total possible answers to near 100 per 
cent of that same total. About 50 per 
cent of the students tested are ex- 
pected to answer correctly about 50 
per cent or less of the items. Obvious- 
ly, in order to pass from 90 to 95 per 
cent of all students (which is, 
roughly speaking, what we usually 
do, except in competitive examina- 
tions), we must either set our passing 
grade as low as 30, 20, or even 10 
per cent, and thus shock public opin- 
ion; or load our test with items that 
everyone will answer, which is worse 
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than useless. The solution to that 
problem of transmuting raw scores 
into percentages (which, strictly 
speaking, are not all percentages), 
has been treated by Dr. Adkins, to 
whose book the interested reader is 
referred.” 

As the Department of Measure- 
ment and Guidance of the National 
League of Nursing Education reports 
test results in percentiles, nurses 
ought to be familiar with the ad- 
vantages and shortcomings of the 
system. These having been expounded 
elsewhere,® but two points can never 
be over-emphasized: one is that per- 
centiles are not percentages. They do 
not directly tell whether the stu- 
dent’s accomplishment is good or bad, 
but they are ranks, and mean that 
the student did better than, or worse 
than so many members of the norm- 
ing group. And the second point 
logically follows: percentiles are 
meaningless if the user does not know 
the characteristics of the group with 
which her students are compared, or 
if that norming group is systemati- 
cally different from hers. 

Standard scores are coming to the 
fore and, for that reason, need to be 
well understood, so as to be intelli- 
gently used and interpreted. 

All measuring devices must have: 
1) a fixed point of reference, and, 
2) units, preferably of the same 
size. When we deal with physical 
measurements such as weights and 
lengths, the point of reference is 0, 
and the units are grams or pounds, 
meters or inches. It is impossible to 
start a mental scale at a point of 
“no knowledge,” or “no ability,” be- 
cause such a point cannot be deter- 
mined; but it is feasible to use, as 
a fixed landmark for a given group, 
the mean, or average, for that group, 
and count off units above and be- 
low it. 

Once the point of reference has 
been determined, the unit remains to 
be chosen. By common agreement, 
the standard deviation is generally 
accepted. Any textbook of statistics 
gives a definition of the standard de- 
viation, and easy ways to compute it. 
Suffice it to say here that it is a 
measure of scatter, that the more 
homogeneous the group, the smaller 





2Dorothy C. Adkins, et al., Construction and 
Analysis of Achievement Tests, United States 
Civil Service Commission, U. S. Government Print- 
ing Office, 1947, pp. 198-202. 

3Staff of the Department of Measurement and 
Guidance, N.L.N.E., ‘“What’s in a Test Score?’’, 
American Journal of Nursing, 51:6, pp. 406-409. 
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the standard deviation, and the more 
heterogeneous the group, the larger 
the standard deviation. A standard 
score is, in standard deviation units, 
a distance of a score from the mean. 
If we call the mean 0, all scores 
above the mean will yield positive 
standard scores, and all scores 
smaller than the mean yield negative 
standard scores. To obviate this in- 
convenience, the mean is sometimes 
called 500, instead of O, and the 
Standard deviation 100, instead of 
unity. If such were the case, we 
would know that a student obtaining 
a grade of, say 575, is 34 of a 
standard deviation above the mean. 

If standard scores such as de- 
scribed above are better computed on 
large groups, coarse standard scores 
can be routinely used with small 
groups. The mean and the standard 
deviation for the group are com- 
puted; and grades are attributed ac- 
cording to a pre-determined scale. 
For example, we cali F, all scores 
which fall more than 1.5 standard 
deviation below the mean; D, from 
1.5 to 0.5 standard deviation below 
the mean; C, from 0.5 standard devi- 
ation below the mean, to 0.5 above 
the mean; B, from 0.5 to 1.5 stand- 
ard deviation above the mean, and A, 
above 1.5 standard deviation above 
the mean. 

This scheme has limitations, the 
most glaring being the one common 
to all ranking systems: a grade has 
no absolute value, but is relative to 
that of the other members of the 
group. It calls for the computation 
of mean and standard deviation, no 
statistical feat, but which requires 
some skill. It arbitrarily sets the 
passing grade at 1.5 standard devi- 
ation below the mean, and there is 
no occult virtue to such a point. It 
only means that in large, unselected 
groups, about 7 per cent of the indi- 
viduals will fall below such a point. 
The fact that we should fail 7 per 
cent of such individuals, regardless of 
circumstances, is very, very much 
open to argument. Furthermore, this 
percentage does not hold true of 
small groups, and, before failing or 
passing a borderline student, the 
teacher is strongly urged to scrutinize 
the test and all other pertinent data, 
no matter what grading system is 
used. 

The system has advantages: a five 
points scale is not deceptively fine, 
and does not afford a discrimination 





that the state of our tests does not 
warrant. Because grades are reduced 
to standard deviation units, they have 
the same meaning from test to test 
and from teacher to teacher: if a stu- 
dent obtains an A in anatomy, and a 
C in medical nursing, it means that 
she stands higher in her anatomy 
class than she does in her medical 
nursing class; it does not necessarily 
mean, though, that she knows more 
anatomy than she does medical nurs- 
ing. For the same reason, grades can 
be averaged, if a composite score is 
desired. Also, students are not penal- 
ized by tests too difficult for the 
group, or unduly rewarded for tests 
too easy for the group: in the former 
case, the mean will be low, pulling 
down the passing grade, and the op- 
posite happens in the latter case. 

Sometimes the average deviation is 
used, instead of the standard devia- 
tion.t Some of the reasons why the 
standard deviation is generally pre- 
ferred are: it is less tedious to com- 
pute; it is a more stable measure; 
it is necessary for the computation of 
other statistics; it is more meaningful 
in terms of normal distribution. 


COMPOSITE SCORES 


Very often, we want to summarize 
into one “final grade” the work of a 
student for a term, or a course. It 
may be a necessity; it is, most of the 
times, a sad one, for the specificity of 
the information given by several 
grades is lost in the composite. But, 
at least, we should be sure that no 
inequities result from the manipula- 
tion of grades. It goes without saying 
that the units to be averaged should 
be of equal size; no percentiles, or 
raw scores should ever be averaged. 
Furthermore, the weights given to 
each component of the composite 
should be controlled. Everything be- 
ing otherwise equal, if several grades 
are being averaged, those obtained 
from the test with the largest stand- 
ard deviation (the most heterogene- 
ous test) will contribute most to the 
final grade. And, everything being 
otherwise equal, if several grades are 
averaged, those obtained from the 
test correlating least with the others, 
will contribute most to the final 
grade. 


4For more information concerning the use of 
the average deviation, see: Herbert E. Hawkes, 
E. F. Lindquist, C. R. Mann, The Construction 
and Use of Achievement Examinations, Boston, 
Houghton-Mifflin Co., pp. 118-125. 
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This last point is difficult to control 
in everyday school room practice, but 
the averaging of standard scores takes 
care of the difference in dispersion. 


CONCLUSION 


If we agree that grades are the 
convenient expression of a teacher’s 
opinion, the best grades will be those 
expressing it the most adequately, 
without sacrificing too much of the 
expedience; and grading systems per- 
fectly adequate for some types of 
tests may be sadly lacking for others. 

Grades cannot tell any more than 
the tests from which they are de- 
rived, and no judgment, in the long 
run, is ever based on grades — which 
may have the solid and comforting 
appearance of sound mathematics — 
but on tests which, as we should 
know, have a more or less appreci- 
able margin of error. 

And, finally, tests, scores, grades 
are aids to the intelligence and con- 
science of the teacher, but no substi- 
tute for them. Teachers cannot shun 
their responsibility and shield them- 
selves behind grades. In the last 
resort, it is teachers who must decide 
on admissions, promotions, gradua- 
tions; it is they who must guide 
and lead their students to fulfillment, 
in this and in eternal life; the re- 
sponsibility is heavy, but it is not 
increased by being faced squarely. 
And, then, the Grace of God is always 
commensurate with it. 


Nursing News 





New Programs 


St. Ambrose College, Davenport, 
Iowa, conducted by the diocese of 
Davenport, has announced the establish- 
ment of a division of nursing education 
beginning with the 1951 fall term. Sis- 
ter Annetta, R.S.M., director, Mercy 
Hospital School of Nursing, Davenport, 
has been named chairman of the division. 

The curriculum leading to a B.S.N. 
degree is designed to enable the R.N. 
“to qualify academically and profes- 
sionally on the same level as graduates 
of basic degree programs” according to 
the announcement. The degree program 
for nurses is the first professional degree 
offered at St. Ambrose. 

* * * 

“Supplementary” degree programs for 
R.N.’s will be offered at Georgetown 


University, Washington, D. C.; In- 
carnate Word College, San Antonio, 
Tex.; and St. Louis University, St. 


Louis, Mo., beginning with the 1951 fall 
semester. 
* * * 

Seven hospitals conducted by the Sis- 
ters of Mercy of the Union, Cincinnati 
province, will participate in a central 
school for practical nurses. The four 
months’ period of theory will be given 
at Mercy Hospital, Springfield, Ohio. 
Students will return for their eight 
months’ period of clinical experience to 
one of the following: Mercy Hospital, 
Toledo, Ohio; Mercy Hospital, Tiffin, 
Ohio; St. Rita’s Hospital, Lima, Ohio; 
Mercy Hospital, Urbana, Illinois; Our 
Lady of Mercy Hospital, Coldwater, 





numbers of general hospitals. 





CONFERENCE ON NURSING SERVICE 


The Catholic Hospital Association will sponsor a Conference 
on Nursing Service in St. Louis, November 26-28, at the Hotel 
Sheraton. The meeting will attempt to identify particular prob- 
lems in Nursing Service Administration in Catholic institutions 
and will seek the opinion of the Sisters in regard to team concept, 
the use of auxiliary and non-professional personnel in Nursing 
Service, and the maintenance of adequate nursing service staffs 
in view of continued shortages of professional personnel. Because 
this meeting is a preliminary step in the development of future 
programs in Nursing Service by CHA and because it will be 
conducted with a maximum of work group participation, it has 
been necessary to limit attendance. All religious orders conduct- 
ing four or more general hospitals in the United States will be 
invited to send two representatives. Additional representation 
will be allowed through religious orders which conduct large 


The results of this meeting will be made available to institu- 
tions and will be utilized in the regular CHA Workshop programs. 
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Workshops on 
Nursing Education 


C.C.S.N. will sponsor two 
Workshops on Nursing Educa- 
tion this fall — October 23-25 
at Queen of Angels College of 
Nursing, Los Angeles, and at 
the University of Portland Col- 
lege of Nursing, Portland, 
Oregon, October 29-31. Pre- 
liminary arrangements for 
these meetings have been 
made with the co-operation 
of the Western Conference of 
the Catholic Hospital Associa- 
tion and the faculty of the 
University of Portland College 
of Nursing. Similar Work- 
shops will be planned for the 
mid-west and the eastern 
states in 1952. 











Ohio; Mercy Hospital, Hamilton, Ohio; 
and Our Lady of Mercy Hospital, Cin- 
cinnati, Mariemont, Ohio. 

The school has been accredited by the 
National Association of Practical Nurs- 
ing Education. 


A.N.A. Grants Funds for 
Nursing Research Projects 

The American Nurses’ Association has 
announced the first allocation of funds 
under its five-year research program for 
the “studies of nursing functions.” The 
first grant is for $10,000 to the Cali- 
fornia State Nurses’ Association toward 
a study to determine current nursing 
practices of professional nurses, prac- 
tical nurses and auxiliary nursing work- 
ers. This study, to be conducted among 
a sample of hospitals in California, is 
designed to reflect conditions under 
every normal circumstance. Results are 
expected to provide data for making 
recommendations as to proper distribu- 
tion of functions among all types of 
nursing personnel. 

To the Boston Psychopathic Hospital, 
a grant of $12,860 was given for the first 
year of a two-year study to investigate 
the effect on mentally ill patients of 
changes in patient population, normal 
daily events, changes in number of nurs- 
ing personnel, changes in type of nurs- 
ing personnel, and changes in social 
functioning of personnel. 

Other grants included $5000 for a 
pilot study to the New York Conference 
Committee for the Improvement of Pa- 
tient Care; $1756 to the Charles T. 
Miller Hospital in St. Paul, Minnesota, 
for a one-month activity study of all 
nursing personnel in the hospital; $700 
to the Rhode Island State Nurses’ As- 
sociation for a nursing-function study in 
four urban Rhode Island hospitals, to 
be conducted in co-operation with the 
Providence Council of Community 
Services. 
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The Dietary Department 


£28) 


Why Central Service? 


Sister Julia’s article, “The Story 
of the Production of Three Thousand 
Meals a Day,” was recently printed 
in this column. Her description of the 
“behind the scenes” in central serv- 
ice left the reader wondering why 
there were any opponents to this sys- 
tem. That there are opponents seems 
true from the fact that some new 
hospitals are being built with de- 
centralized service. From the dieti- 
tian’s viewpoint — and she is the 
person on whom the responsibility of 
serving attractive, nourishing food to 
the patient rests—let us consider 
three questions. What does it re- 
place? What does it attempt to do? 
What criticisms are leveled against 
it? 

Studied in the light of former 
years the change to central service 
as adopted by many hospitals be- 
comes intelligible. Central service re- 
places the multiple diet kitchens with 
duplication of costly equipment on 
every hall. The dietitian accustomed 
to both types of service cannot fail 
to notice that central service is a food 
saving, a time saving and a noise 
eliminating service. Under this sys- 
tem, the patient receives his tray 
directly from the main_ kitchen 
shortly after the food has been pre- 
pared. Frequently, when food is de- 
layed on the divisions, not all that 
is intended for the patient may reach 
him; this along with inconveniencing 
the patient, increases the food costs 
throughout the hospital. For the 
nurse, central service is a time sav- 
ing agent, for her concern with the 
tray is limited to assuring its recep- 
tion by the right patient. With diet 
kitchens removed from the halls, the 
noise accompanying the preparation 
of trays and later cleaning of trays 
is effectively eradicated. 

The attempt to give good central 
service is a vast project. It demands 
the concerted, whole-hearted and 
loyal co-operation of hundreds of 
people from the girl who mangles 
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the tray covers to the nurse who 
places the tray before the patient. 
Each one must be filled with a deep 
realization of her responsibility and 
a proper pride in the contribution 
she makes to the successful comple- 
tion of the project. 

The principal criticisms made 
against this service is that the time 
involved in serving each division pre- 
vents the dishes from reaching their 
destination at the proper tempera- 
ture. However, when central service 
is at its best and is fulfilling its pur- 
pose, the food on the trays can easily 
be kept at the proper temperature. 
To accomplish this, the time element 
for each division must be carefully 
checked; the trays must be sent to 
the hall when the division is sched- 
uled to take them to the patients’ 
bedside. This procedure will lessen 
the possibility of delaying trays on 
the carts and thus permitting the 
food to cool. Also, many supervisors 
oppose central service because it pre- 
vents them from giving the personal 
touch to the individual tray. But 
even if this is the case, central serv- 
ice, by sending the tray best suited 
to the patient’s dietary requirements, 
is still rendering good and kindly 
service to the patient. In a hospital, 
the patient is usually satisfied that 
the dietary department does its best 
in this regard. 

The same task that was performed 
by the individual in previous years, 
today requires the service of many. 
This is the era of specialization. 
Usually an individual can carry on 
only one phase of an operation. We 
must take cognizance of that fact 
and act accordingly. When service is 
allowed to fluctuate from hall to hall 
it can run the whole gamut, from 
Waldorf Astoria catering down to 
that offered at Harry’s Hash Wagon, 
the truck driver’s delight. Each divi- 
sion must realize the interdependence 
of the various departments and be 
willing to make needed changes. The 
one in charge of each hall must re- 
evaluate the whole setup. 

The pattern of procedure for each 
hall in the hospital is practically the 
same. Menus for the following day 
are checked by the patient and re- 
turned to the main kitchen not later 
than 1:00 P.M. With these menus 


is sent a list of patients indicating 
room numbers and kind of diet. This 
record is needed for greater accuracy. 
Necessary diet changes are tele- 
phoned to the main kitchen office at 
one time (never during belt service) 
by the nurse appointed to that duty. 
Children’s menu cards are checked 
by a competent and responsible per- 
son. At tray time everyone is alert — 
each one at hand to speed the tray 
on its last lap of the journey from 
kitchen to patient. 

With this latter type of co-opera- 
tion, the central service scheme moves 
gently, surely, efficiently, econom- 
ically and quietly forward. It is like 
the hush that falls on a country 
landscape at twilight, and leaves all 
concerned filled with a sense of ful- 
fillment. Yes, central service when 
properly understood and efficiently 
functioning is an asset to our modern 
hospitals. 

Sister Mary Consilia, R.S.M. 
Administrative Dietitian 

St. John’s Hospital 

St. Louis, Missouri 


Medical Records Library 
Lt) 


Out-Patient Statistics 


Out-patient statistics, one of the 
most valuable administrative tools, is 
not only difficult to obtain, but the 
least accurate of all “hospital sta- 
tistics.” The responsibility of collec- 
tion lies with the clerical personnel, 
either in the medical record depart- 
ment or in the individual clinics of 
the unit. Much of the difficulty re- 
sulting in inaccuracies in the figures 
is the decentralization of the out- 
patient department itself, with no 
central admission of patients, no 
unified or centralized record system, 
or no patient controls. In such a 
center, to obtain figures that will be 
true indicators of the actual work 
load is an almost impossible task 
and the solution can lie only in a 
centralization of records, centralized 
admission procedures and integration 
of the complete record system. 

Even in a centralized system, the 
collection of accurate statistics is 
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often a tedious, inaccurate, and un- 
necessarily difficult task. Such factors 
as referrals to other clinics, patients 
seen, patient visits, and, in an 
appointment system, broken appoint- 
ments and canceled appointments 
—so important for administrative 
planning — are difficult and often 
impossible to obtain by less efficient 
methods. Tabulation by means of 
the medical record before or after 
the patient has been seen results in 
inaccurate figures, as do separate lists 
kept by individual clinics. The diffi- 
culties of either method are fairly 
obvious. The records are in constant 
demand, making careful tabulations 
almost impossible, while individual 
clinics cannot see the patient visit 
as a whole and give a distorted 
picture. 

One of the simplest and most ac- 
curate methods for collection of 
out-patient statistics is the utilization 
of a “visit card.” Each time the 
patient attends the clinic, the date is 
stamped on the visit card and the 
card is taken by the patient and pre- 
sented to the particular department 
in which the patient is to be seen. 
By simple codes such information as 
appointment, non-appointment, “‘seen 
only by nurse,” “attended but did 
not wait,” etc., can be placed on the 
card. In order that each patient be 
counted each day, no patient should 
be seen until he presents his card to 
the department in which he wishes 
to be seen. In those cases where the 
patient attends more than one clinic 
in a single day, the card should be 
presented in each department visited. 

At the end of the day, the cards 
can be collected and tabulated by 
the statistician, and a clear daily 
picture of the work load can be seen. 
The coding on the card can be as 
definite or generalized as desired by 
those who use it, with no complicated 
additional procedures. In out-patient 
departments, organized for social 
groups, places of work, etc., these 
groupings can be incorporated in the 
identification and medical statistics 
obtained by the socio-economic group 
of patients. These cards can also be 
the basis for a mechanical punch- 
card system. 

The accurate statistics obtained 
from such a method, as well as the 
simplicity and facility of record pro- 
cedures, makes the “visit card” an 
indispensable tool in the collection 
of out-patient statistics. Such a card 
is so flexible that varying amounts of 
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information can be obtained with a 
minimum of effort. 
Patricia Jeffrey, B.S., R.R.L. 
Labor Health Institute 
St. Louis, Missouri 


The Pharmacy 


© 


The Role of the Pharmacist 
in Staff Education 


The contribution of the hospital 
pharmacist to the education of the 
nursing staff can be one of the most 
important elements in both under- 
graduate and particularly postgradu- 
ate education in the hospital. To 
make a worthwhile contribution the 
pharmacist must follow a definite 
plan. This plan will entail certain 
responsibilities on the part of the 
pharmacist but will also require 
whole-hearted co-operation from the 
administrative and teaching staff of 
the hospital. 

In launching an educational pro- 
gram the pharmacist will of necessity 
incorporate the following factors: 

1. A willingness to spend the time 
and effort to list the medications be- 
ing used during a particular week on 
specific floors. 

2. After making such a list the 
pharmacist should prepare from the 
literature accompanying the various 
products an informative summary of 
the indications, dosage, method of 
administration, and reactions of the 
individual product. 

3. In addition to these facts about 
the product, she should have definite 
information as to how it should be 
stored to prevent deterioration, 
whether or not in a refrigerator, and 
also if there is an expiration date 
on the product. 

4. This material which will come 
chiefly from the literature accom- 
panying the pharmaceutical can be 
augmented by information from other 
books in the pharmacy library as 
well as personal information obtained 
from the representatives of the drug 
houses. 

5. After preparing in writing a 
summary of the pertinent facts on 
the medications being used currently 
on a specific floor, the pharmacist 
should arrange for a definite time to 
present this material to the nursing 
staff on that floor. Even if it is 
only for ten minutes every week or 


two, it should be at a definite time 
approved by the administrative staff 
so that the greatest number of nurses 
can be present. It would be well to 
place a box on each floor entitled, 
“Questions for the Pharmacist.” This 
box would show the questions that 
are uppermost in the minds of the 
nursing staff and could be used as 
the basis for this regular current drug 
conference. 

6. The pharmacy library should 
contain a minimum of good refer- 
ence works which will keep the phar- 
macist abreast of the times. 

7. The pharmacist should inquire 
of all the pharmaceutical salesmen 
what educational films their respec- 
tive companies have available and 
should compile such a list so that 
special educational films can be 
shown on occasion. 

The justification for this type of 
educational program for the nursing 
staff by the pharmacist is the well- 
established fact that it is impossible 
for nurses to keep abreast of current 
developments in the field of phar- 
macy. We all know that the pharma- 
cology books of only several years 
ago are already inadequate and in- 
complete because of the rapid pace 
in the development of new antibiotics 
and other therapeutic agents. I have 
on numerous occasions been asked 
by recent nursing graduates about 
new drugs and antibiotics which they 
say were not known when they took 
pharmacology. If this is true in the 
case of recent graduates, it is cer- 
tainly true that the nursing graduates 
of 10 or 15 years ago have received 
no formal instruction in the newer 
medications. In many instances older 
graduates have expressed to me their 
feeling of inferiority and inadequacy 
because of their lack of knowledge 
in the newer drugs and antibiotics. 
With the acute shortage of nurses 
and the need for keeping all trained 
nurses in the field, it is certainly the 
duty of nursing educators to rectify 
the feeling on the part of older 
graduates that medicine and nursing, 
as far as newer treatments are con- 
cerned, has literally “passed them 
by.” 

The type of program I have out- 
lined can be utilized particularly in 
smaller hospitals where there is no 
nursing school or intern staff. This 
program has the further advantage 
that it will serve each hospital to 
best advantage as it will instruct the 
nursing staff in the medications used 
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in that particular hospital and on 
patients they are caring for. In short, 
this program is aimed at giving 
nurses the information they require 
most in their particular hospital and 
avoids lengthy formal courses which 
are not feasible for postgraduate 
nurses in many institutions. 

It may be said by some that per- 
haps it is not within the province of 
the pharmacist to give this informa- 
tion to the nursing staff, as it belongs 
more properly within the teaching 
scope of the doctor. This point of 
view is not consistent, as you will 
note I have said that the infor- 
mation to be given to the nursing 
staff shall center chiefly around the 
specific literature which accompanies 
a particular product. It is certainly 
within the province of the pharmacist 
to know whether medication should 
be given intravenously, intramuscu- 
larly, or subcutaneously and to be 
acquainted with the general nature 
of the pharmaceutical, both as to 
indications and reactions. Further- 
more, the literature which accom- 
panies a pharmaceutical product is 
prepared by doctors so that the 
pharmacist is only an intermediary 
in bringing reliable and useful in- 
formation to the nursing staff. She 
is, therefore, not being presumptuous 
and does not usurp in any way the 
teaching responsibilities of doctors in 
those institutions where physicians 
are engaged in teaching nurses. As a 
matter of fact, in a goodly number 
of high-grade teaching institutions 
the bulletin board on the floor is 
sometimes used to display the litera- 
ture which accompanies newer phar- 
maceuticals for the education of the 
nurses. This, of course, is helpful but 
is relatively ineffective as compared 
to the pharmacist digesting this in- 
formation and giving it to the nursing 
staff in short, incisive form. 

There is no field that is of greater 
interest to the nursing staff than the 
newer drugs and medications and yet, 
in most institutions, no effort is made 
to-give this information to all of the 
nurses on the floor, whether under- 
graduate or postgraduate. It is not 
practical to keep the current litera- 
ture on the newer pharmaceuticals on 
each floor and the hospital library 
also is lacking in this information. 
This information, however, should be 
present in the pharmacist’s library. 
In those institutions where the phar- 
macist is not inclined to teach and 
there are interns, the same type of 
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program could be carried out by the 
pharmacist providing the intern with 
the information which has been re- 
quested by the nurses in their 
“pharmacy question box.” 

The hospital pharmacist should 
maintain a letter-sized file in which 
the various pamphlets, as well as 
the literature which accompanies new 
drugs, may be kept in alphabetical 
form. This file will serve a twofold 
purpose in that it provides informa- 
tion for both the pharmacist and 
the interns or attending physician. A 
pharmacy library should also contain 
the following reference materials: 

A recent medical dictionary 

Modern Drug Encyclopedia 

Physicians’ Desk Reference, pub- 

lished by Medical Economics 

Pharmacist’s Reference, published 

by Eli Lilly and Company 
The latest edition of The Merck 
Manual 

A prominent first aid chart for 
various poisonings (an excellent 
one can be obtained from 
Johnson & Johnson on request). 

It may well be said that a phar- 
macy stocked with recent drugs and 
antibiotics but with obsolete pharma- 
ceutical literature is really only a 
“half-pharmacy.” 

In conclusion, one can say that the 
opportunities for the hospital phar- 
macist to contribute to the nursing 
education are great in every type 
of insitution, from the 40-bed hos- 
pital to the 500-bed hospital. To 
make this contribution requires plan- 
ning and effort. If the pharmacist 
will embark on such a program of 


teaching she will have the great satis- 
faction of knowing that she is con- 
tributing information to the nurse 
which makes the nurse a_ better 
qualified person to care for patients. 
In this indirect way, the pharmacist 
gives immeasurable aid in improv- 
ing the care of the sick — almost 
as though she were standing at the 
bedside with the nurse. 

Sister Mary Laurissa, O.S.F. 

Pharmacist 

St. Elizabeth’s Hospital 

Appleton, Wisconsin 


The X-ray Department 


Committee Report on Routine 
Chest X-rays 


The following report, originally 
prepared last year by a joint com- 
mittee representing the American 
College of Radiology and the Ameri- 
can College of Chest Physicians, has 
since been approved by the Board of 
Regents and the Board of Chancel- 
lors respectively of the two Colleges. 

The purpose in having a Joint 
Committee on Chest X-ray is that 
two professional organizations, who 
have common interests, may ex- 
change ideas and formulate unified 
thinking on the problems involved 
in routine chest X-rays in hospitals 
(general, mental, etc.), and mass 
chest X-ray programs. In addition 
to this the Committee, after consider- 
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able discussion, agreed to another 
point, namely: that each physician 
should be encouraged to have a chest 
X-ray on all of his patients. 


Limits of Survey 


For purposes of this discussion 
routine chest survey examinations 
should be defined as those examina- 
tions of the chest which are con- 
ducted on microfilm apparatus for 
screening normal persons from those 
patients with abnormal changes in 
the chest. The examinations are 
screening and are not to be con- 
sidered as diagnostic procedures. 
Screening method is for the purpose 
of detecting the presence or absence 
of a lesion but should not be utilized 
for identifying the nature of the 
pathological process. 

The 14 x 17 in. film is funda- 
mentally a diagnostic tool and its 
use, therefore, makes the examina- 
tion more than a screening procedure. 
Survey chest X-rays, either in hos- 
pitals or in general population, are 
approved as a screening device if 
conducted by agencies which utilize 
well qualified professional technical 
staffs and which make a sincere 
effort to send the positive individuals 
to qualified local physicians or clinics 
for proper follow-up. The methods of 
conducting these were discussed at 
length. These included surveys by the 
U. S. Public Health Service, etc. Dr. 
Newell reported on the San Francisco 
County Medical Society’s plan, 
whereby the medical society is re- 
sponsible for the surveys but the 
project is financed through the local 
tuberculosis association. 


Interpretation and Report 


Interpretation and reporting of 
medical findings is a medical matter 
and should bear the signature or 
identification of the responsible 
physician. 


Method of Reporting 


Method of reporting of chest sur- 
vey studies: this is a local matter 
and is by prearranged agreement 
between the employer and the em- 
ployee in industrial surveys; in other 
surveys it is in accord with medical 
ethics, according to local agreement. 


Type of Reporting 


Type of reporting: the Committee 
discourages the reporting of suspi- 
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cious cases as tuberculosis. It believes 
this to be a clinical diagnosis. The 
X-ray interpreter should designate 
the cases that require immediate 
follow-up as “urgent.” The small 
film X-ray interpretation is merely 
an impression. 

It should be emphasized that the 
14 x 17 in. film is a diagnostic aid 
and the results derived therefrom 
are also impressions and not diag- 
noses. Even the larger film is but 
one of several examinations neces- 
sary in order to establish correct 
diagnoses. 


Professional Compensation 


The professional cost of perform- 
ing routine chest examinations in 
hospitals: the Joint Committee be- 
lieves the radiologist and/or chest 
physician should be compensated just 
as any other physician practicing his 
profession. The procedure is time 
consuming and places a_ definite 
responsibility on the radiologist or 
chest physician. The Committee like- 
wise felt that in this matter the basic 
principle of payment is by arrange- 
ment between the physician and the 
hospital or agency involved. In the 
reading of follow-up films there 
should also be an individual limit to 
the number of films which should 
be read in any one day by one 
physician and which he should not 
exceed. The compensation, of course, 
would have to take into considera- 
tion whether the physician not only 


reads the film but also makes the 
film. 


Clothing of Patients 


Whether or not a_ screening 
examination can be conducted with 
the patient fully clothed: since the 
number of lesions overlooked because 
of clothing (two per cent) is con- 
siderably smaller than the normal 
variations of interpretation Chamber- 
lin, etc., have demonstrated to exist 
in the reading of photofluiorographic 
films, it was concluded that the ex- 
amination of clothed persons was as 
effective a procedure as examination 
of the undressed persons. Since ex- 
amination of the fully clothed persons 
is an easier procedure as compared 
with the examination of the un- 
dressed persons, the Committee 
agreed that screening examination 
can be conducted with the patient 
fully clothed. 


Readers’ Qualifications 


Qualifications of readers in mass 
chest surveys: it was believed at the 
present time there was no practical 
method which could be used to eval- 
uate the qualifications of a particular 
reader. Studies in this respect are 
being made at the present time. It 
is hoped that within a short period 
of time satisfactory testing methods 
will be available. The Committee 
therefore agreed to leave this matter 
open for further discussion. 
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CHAIRMEN OF THE PROFESSIONAL 
SERVICES DEPARTMENTS 


During the 36th Annual Convention, meetings took place of 
several of the professional services department participants. It 
was decided to expand several of the departments to a full 
page, and this will become effective in an early issue of 


Four of the chairmen of the departments were re-elected for 
another term. Sister Eugene Marie, who headed the laboratory 
department, resigned, and her place was taken by Sister M. 
Edwin of Mercy Hospital in Pittsburgh, Pennsylvania. 

The complete list of chairmen follows: 

Edwin, 
Dietetics: Sister Mary Consilia, R.S.M., St. John’s Hospital, 
Medical Records: Sister Mary Servatia, S.S.M., St. Mary’s Hos- 
Pharmacy: Sister Mary Bernardine, S.C., Hospital- of the Holy 


X-ray: Sister Christina, C.S.J., St. Mary’s Hospital, Amsterdam, 


Mercy Hospital, Pittsburgh, 














HEALTH 


LEGISLATION 


George E. Reed 


New procedure for priority assistance 


HE Public Health Office has just 

promulgated a new procedure for 
securing priority assistance. Formerly 
hospitals were required to file Form 
NPA 24. If the application was ap- 
proved they merely received a permit 
to proceed with construction. No 
specific priority assistance was given 
to the applicant. The new procedure 
will extend both permission to con- 
struct and a definite priority with 
which to acquire the necessary mate- 
rials. All hospitals desiring to secure 
such assistance should fill out four 
copies of Form CMP-4C which 
should then be sent to the Office 
of Public Health, Federal Security 
Agency, Washington, D. C. Appli- 
cation blanks can be secured at any 
of the F.S.A. regional offices, the 
regional NPA offices, and the state 
agency administering the Hill-Burton 
funds. 

It would probably facilitate mat- 
ters if the hospital applicants would 
first contact the state-agency, as it 
will be in the best position to give 
detailed advice. A fifth copy should 
be sent to the Bureau of Health and 
Hospitals, National Catholic Welfare 
Conference. The Office of Public 
Health will make the final decision 
as to whether the application should 
be granted. If the hospital project is 
an addition to an existing hospital 
then the applicant should be sure 
to give the following information for 
the most recent 12 months: @) ad- 
mission, 5) average census, c) bed 
occupancy rate, and d) average 
length of stay. The Office of Public 
Health blank can be secured from 
the state agency. It should be filled 
out in detail. Item No. 90 of 
Form CMP-4C requests information 
concerning production equipment 
and machinery. Hospital furnishings 
should be included under this item. 
If a hospital project has been ap- 
proved for participation under the 
Hill-Burton Act then, of course, 
reference should be made to this 
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fact as it will be strong evidence of 
the need for the project. 

Another interesting development in 
the administrative fields is the resig- 
nation of Miss Katherine Lenroot 
from the Office of the Chief of Chil- 
dren’s Bureau of the Federal Security 
Agency. Her successor is Dr. Martha 
Eliot. The hospitals have had fre- 
quent contact with the Children’s 
Bureau, particularly as a result of 
the Infant and Maternity Care Pro- 
gram which projected the question of 
an acceptable reimbursable cost 
formula. 


ONCE AGAIN — GRANTS TO 
“SECTARIAN INSTITUTIONS” 


The constitutionality of the Hill- 
Burton Act and a similar piece of 
legislation which would authorize 
congressional funds for several hos- 
pitals in the District of Columbia 
has been challenged by Dr. Dawson, 
Executive Director of the Baptist 
Joint Committee on Public Affairs. 
In a communication prominently dis- 
played by the Washington Post, Dr. 
Dawson states that: “It is my opinion 
after careful counsels with attorneys 
concerning the decisions of the 
Supreme Court, that a grant or gift 





Dr. Jack Mazur Now Chief, 
Bureau of Medical Services 
Public Health Service 


Dr. Mazur recently assumed 
his new duties as Chief of this 
important division of the U. S. 
Public Health Service. His re- 
sponsibilities include the ad- 
ministration of the Medical 
Care Program of the Public 
Health Service including the 
24 Marine hospitals and other 
hospital facilities under the di- 
rection of the Service. Dr. 
Mazur is a diplomate of the 
American Board of Health 
and Preventive Medicine. 











or allocation of tax funds by a state 
or by the Federal government to a 
hospital owned, controlled and oper- 
ated by a sectarian religious organiza- 
tion, as contemplated or permitted by 
the Hill-Burton Act, is a clear viola- 
tion of the provisions of the First 
Amendment to the Constitution of 
the United States.” 

The Supreme Court of the United 
States has had occasion to pass upon 
this issue in the case of Bradfield 
v. Roberts, 175 U.S. 292. In this 
case Providence Hospital received a 
grant from the Federal government 
to build an isolation ward. It was 
argued in 1899 that this grant vio- 
lated the Federal Constitution and 
particularly the First Amendment. 
The Supreme Court of the United 
States held that there was no viola- 
tion of the Constitution. As late as 
1950 this ruling was reaffirmed by 
the Supreme Court of Mississippi in 
the case of Craig v. Mercy Hospital. 
A similar ruling was adopted by the 
Supreme Court of Kentucky in 1949 
in the case of Effron v. Kentucky 
Building Commission. The Court 
there said: “The governing Boards 
of such hospitals (religious affiliated 
hospitals) are but the channels 
through which the funds flow. Courts 
will look at the use to which these 
funds are put rather than the con- 
duits through which they run.” It 
would be unfortunate if the principle 
of separation of Church and State 
were construed so broadly as to pre- 
vent government assistance to our 
private institutional system. 

History has consistently demon- 
strated the fact that when the 
welfare institutions are under the 
control of the state, then there is a 
deterioration of liberty. It is an 
acknowledged fact that a large per- 
centage of the hospitals of this 
country are religiously affiliated. The 
hospital load is increasing daily. 
Unfortunately, tax laws have materi- 
ally reduced the endowments of these 
institutions. Consequently, it is neces- 
sary for religious affiliated hospitals 
to secure some Federal or state as- 
sistance if they are to continue to 
carry on their activity of ministering 
to the health of the people of this 
country. Dr. Dawson would use the 
plan of absolute separation of Church 
and State to cut off the necessary 
public assistance. If successful, this 
would inevitably result in a socializa- 
tion of hospital care. 
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effective screens-film area... 
Expose with KODAK SCREENS 


Available in three types to provide the balance of 
speed and definition preferred in every situation . . . 
all Kodak Contact X-ray Screens offer the advantage 
of the pneumatic-cushion feature. This equalizes 
pressure throughout the effective area of the screens 
... assures the uniform screens-film contact essen- 
tial to best radiographic results. 


Always: 


1 Use KODAK FILM—BLUE BRAND 
2 Expose with KODAK SCREENS—CONTACT (three types) 
3 Process in KODAK CHEMICALS (liquid or powder) 





Made to work together . . . to produce finest results, 






OTHER KODAK PRODUCTS FOR RADIOGRAPHY No-Screen 
Medical X-ray Film... Photoflure Films for photoradiog- 
raphy . . . Dental X-ray Films . . . Exposure Holders . . . Safe- 
light Lamps and Filters . . . Processing Hangers . . . Electric 
Chemical Mixer... Thermometers... Film Corner Cutter 
. . - Illuminator. 


Order from your x-ray dealer 


Kastman Kodak ¢ OM pany 
Vedical Division 
Rochester my 
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CALIFORNIA 


Medical Staff Organized at 
Mater Misericordiae, Merced 


The first steps toward formation of a 
medical staff for the Mater Misericor- 
diae Hospital in Merced were taken 
recently when Dr. Roy T. Peck was 
unanimously elected president. Dr. Earl 
Koepke was named secretary of the staff. 

Elected to a committee to formulate 
by-laws and rules were Dr. Roy A. 
Bigger; Dr. C. C. FitzGibbon, Dr. E. M. 
Soderstrom, and Dr. G. D. Wood. 

Dr. Jeanne Miller, the hospital pathol- 
ogist, was introduced to the doctors and 
answered questions regarding the patho- 
logical work in the hospital. 

The meeting followed a picnic dinner 
given by the Sisters in the hospital 
garden. Formation of the staff is the 
first and most important requirement for 
accreditation by the American College 
of Surgeons. 


DISTRICT OF COLUMBIA 


Nun Among First Five Women to 
Receive M.D. Degree From 
Georgetown 


Sister M. Frederic, one of the first 
women admitted to the Georgetown 
University Medical School in Washing- 
ton, was among the five women and 97 
men who received the degree of Doctor 
of Medicine at the university recently. 
Sister was chosen by her fellow grad- 
uates to deliver the valedictory address. 

After her profession as a Medical 
Mission Sister, she received her B.A. 
degree from Trinity College, Washing- 
ton, with a major in chemistry. 

Sister Frederic will spend a year as 
an intern in St. Michael’s Hospital, 
Newark, N. J., and then she will be 
asigned to one of the 13 mission hos- 
pitals conducted by the Medical Mission 
Sisters in this country and abroad. 


ILLINOIS 


New Administrator Named at 
University Hospital, Chicago 


Mr. Clarence J. Connelly has assumed 
the position of administrator of Uni- 
‘versity Hospital, an affiliate of the 
Stritch School of Medicine, Loyola Uni- 
versity, Chicago. 
He replaced Mr. L. F. Grapski who 
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resigned to become administrator of 
Johns Hopkins Hospital, Baltimore. 

A graduate of Loyola’s school of social 
work, Mr. Connelly will continue his 
job as assistant to Dean John Sheehan 
of the medical school. 

Previously an administrative assistant 
at Boys Town, Lincoln, Neb., Mr. 
Connelly was also director of controls 
at an army medical training center and 
an executive officer of an army hospital. 
He served two and one-half years on 
the executive staff of Hines Veterans 
Hospital and was president of Medical 
Plastic Arts, manufacturers of surgical 
specialties. 


Civil Defense Program Setup 
at St, Francis, Evanston 


St. Francis Hospital, Evanston, has 
completed arrangements for its partici- 
pation in the master medical plan of the 
five county areas of the Illinois civil 
defense corps. 

Sister Mary Wilberta, administrator, 
announced that the hospital staff has 
been organized into working teams, and 
tutored in duties in event the hospital 
is used either as a casualty station, a 
general hospital, or a base hospital fol- 
lowing an atomic bombing. 

A system for receiving, hospitalizing, 
and evacuating casualties has been de- 
vised. In addition, plans for evacuating 
regular patients in event of a bombing 
have been made. 

St. George High School and Oakton 
School, both in Evanston, have been 
placed at the disposal of authorities for 
use as secondary hospitals. 


Latest Equipment Acquired for 
Photo Section of St. Francis, 
Evanston 


A new step in the field of science 
photography as applied to medical sci- 
ence was taken at St. Francis Hospital, 
Evanston, where a new type of photo- 
micrographic equipment, the Orthopot, 
was installed. 

The’equipment will be used in all de- 
partments following the progress of 
disease from the time the patient is ad- 
mitted and surgical specimen is made to 
the time the patient is discharged from 
the hospital. 

More space for the department of 
photography will be available when it 
is moved into new quarters in the interns 
and residents building, now in the proc- 
ess of construction. 

Purchase of the instrument was made 
possible through the generosity of a 


_ member of the medical staff. 








INDIANA 


Sisters of St. Benedict to 
Operate Huntingburg Hospital 


The Sisters of St. Benedict from the 
Convent of the Immaculate Conception 
in Ferdinand have taken over the opera- 
tion of the Stork Hospital in Hunting- 
burg. 

Founded by Dr. Harvey Stork late 
in 1915, the hospital will be known as 
the Stork Memorial Hospital, under the 
new management. Although the Sisters 
have purchased the hospital, Dr. Stork 
will still play an important part in its 
operation. He’ll be president of the hos- 
pital staff and continue to use his offices 
on the first floor of the two-story brick 
structure. The present nursing staff will 
be increased by five Sisters, all registered 
nurses. 

The hospital has continually expanded 
since 1915 until today it has 27 beds, 
nine bassinettes, 12 registered nurses, 
and 8200 square feet of floor space, in- 
cluding a pharmacy. The physical part 
of the hospital is deceiving; there are 
four times as many patients coming for 
treatment to the hospital than facilities 
will permit to remain. 

This is the first hospital venture for 
the Benedictine Sisters in the Ferdinand 
area, however, among the other 39 
Benedictine motherhouses in the United 
States, the Sisters operate 32 hospitals, 
12 homes for the aged, six orphanages, 
one convalescent home, one maternity 
home and a summer camp for girls. 


Sister Martha of St. Vincent 
Hospital, Indianapolis, Dies 


Sister Martha of the Daughters of 
Charity of St. Vincent de Paul died in 
St. Vincent’s Hospital, Indianapolis. 

Sixty-seven of the 68 years which 
Sister Martha had served in the Con- 
gregation were spent in Evansville and 
Indianapolis. Her first mission was at 
St. Mary’s Hospital in Evansville, where 
she remained 30 years. In 1914 she was 
transfered to St. Vincent’s and became 
the night supervisor. 

Funeral services were held in St. 
Vincent’s Hospital chapel with Msgr. 
Raymond R. Noll, Vicar-General of the 
Archidocese of Indianapolis, celebrating 
the Solemn High Requiem Mass: 


IOWA 


Knights of Columbus Present 
Gift to St. Anthony’s, Carroll 


The Knights of Columbus of Carroll 
recently donated an oxygen air pressure 
lock to St. Anthony’s Hospital. This air 
lock is said to be the only one between 
Denver and Chicago. 


(Continued on page 36A) 
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Ravenswood Bassinet; choice of draw- 
er positions — side or end opening 








Magee Combination Bassinet-Dress- 
ing Stand; complete nursery core 
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Alumiline Bassinets Provide Twentieth Century Care for Twentieth Century Babies 


Nowhere is the need for modern functional design more forcefully indicated than in the development 


of hospital equip t. Such equip tt must be primarily built around the idea of getting a specific 





job done in the most efficient and economical manner possible. For many years the A. S. Aloe Com- 
pany has stood far out front in the menvlactere of hospital equipment designed to speed up the day's 
work and reduce operating costs. In developing Alumiline furniture for the modern nursery, our 
designers drew upon a thorough knowledge of both general hospital requirements and local or 
individual preferences. Wide acceptance of our Ravenswood Bassinet (above) and the Magee Com- 
bination Bassinet and Dressing Stand (lower left) is proof of the superior design and workmanship 
of Alumiline nursery equipment. The Magee Bassinet and Stand has attracted particularly favorable 
attention because authorities generally agree that it provides sufficient protection to meet the require- 
ments of good individual care, thus eliminating the need for expensive cubicle installations. Alumiline 
frames are of square aluminum tubing with smoothly rounded edges—rust-proof, easy to keep spot- 
lessly clean; lightweight, but strong as steel. Stainless steel and the highest grade transparent 
plastic panels are used wherever design requirements indicate their need. Nurses note with pleasure 
that Alumiline is easy to move; that its attractive, graceful design assists in maintain- 
ing an appearance of neatness and order throughout the nursery. Please write for 


descriptive brochure and price quotations. 


A. S$. ALOE COMPANY ond Subsidicries—1831 Olive Street, St. Louis 3, Mo. 


los Angeles, New Orleans, Kansos City, Minneapolis, Atlanta, and Washington, D. C. 








... equipment for the modern nursery 
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Short-cut to SURGICAL FLUIDS ECONOMY 





of outside sources of supply. 


FENWAL EQUIPMENT 


not only offers unprecedented safety and economy in 
the preparation, sterilization, storage and administra- 
tion of Sterile Solutions . . . a major part of its component 
elements are actually essential to the blood bank facil- 


ity as well. 


Nationwide hospital experiences substantiate the 
consistent degree of accuracy and safety attainable by 
any properly trained attendant . . . far less difficult than 
that of collecting blood and producing plasma. Hos- 
pitals, large or small, can cut costs by this timely instal- 
lation .. . only negligible space is: required. 


; ORDER TODAY or write for further information 
MACALASTER BICKNELL COMPANY 


Cambridge 39, Massachusetts 


243 Broadway 


«e+ THE FENWAL TECHNIC 


With the mounting demands for surgical fluids, whole 
blood and plasma, progressive hospital planning con- 
siders the economic importance of the FLUIDS PRO- 
DUCTION SUPPLY—a vital, centralized service embrac- 
ing facilities for processing requirements independent 








Heavauarters For SCIENTIFIC 
GLASS BLOWING. LABORATORY 
AND CLINICAL RESEARCH AP- 
PARATUS. REAGENT CHEMICALS 
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Chaplain of Mercy Hospital, 
Cedar Rapids, Dies 


A Solemn High Requiem Mass was 
held for Reverend T. E. Hackett, chap- 
lain of Mercy Hospital in Cedar Rapids. 
Mass was celebrated at Sacred Heart 
Cathedral by Bishop Ralph L. Hayes 
who also gave the sermon. Burial was at 
Mt. Calvary cemetery. 

Born in County Galway, Ireland, Fa- 
ther Hackett was educated there and at 
St. Viator’s College, Bourbonnais, IIl., 
and at De Paul University, Chicago. 
After studies at St. Paul’s Seminary, St. 
Paul, Minn., Father Hackett was or- 
dained in 1943. 

He had various assignments in the 
Davenport diocese but his last post was 
at Mercy Hospital. 


KANSAS 


Auxiliary Purchases Gift for 
St. Rose Hospital, Great Bend 


The president of the St. Rose Hos- 
pital auxiliary recently presented a check 
to Sister M. Benigna as the final pay- 
ment for the hospital’s new electric 
needle washer. The auxiliary raised the 
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funds for the purchase by means of the 
annual bazaar and a number of dona- 
tions sent to the auxiliary. 


Sister Mary Veronica Celebrates 
Anniversary in Independence 


A High Mass was recently said in St. 
Andrews Church in Independence for 
Sister Mary Veronica who is celebrating 
her golden jubilee as a member of the 
Sisters of Mercy. Her brother, the Rev. 
Joseph F. Fenoughty, S.J., St. Mary’s, 
Kans., was the celebrant of the Mass. 

Sister Veronica’s first assignment took 
her to Iola in 1901. From 1903 until 
1904, she was a member of the staff of 
the Kansas City Southern railroad hos- 
pital at Kansas City. 

From there, she was transferred to 
Fort Scott where she served with the 
hospital until 1906. From 1906 until 
1920, Sister Veronica was on the staff of 
Frisco Hospital in Springfield, Mo. Be- 
fore being transferred to Independence 
in 1927, she was stationed at hospitals 
in Liberal, Hutchinson and Fort Scott. 

During her career of hospital service, 
her primary duties were supervisor of 
food service. She was rated as an expert 
cook and could prepare a variety of 
meals. For the past few years, Sister 
Veronica has been in retirement at 
Mercy Hospital. 





KENTUCKY 


New Equipment Purchased by 
Mt. Mary Hospital, Hazard 


A modern streamlined X-ray machine, 
operating up to 100,000 volts and 200 
milliamperes is the latest piece of equip- 
ment to be added at Mt. Mary Hospital 
in Hazard. 

The unit can be used for a wide vari- 
ety of purposes; it can be adapted both 
to radiography and fluoroscopy. The 
table may be tilted to various desired 
positions with a swing of 10 degrees by a 
hydraulic shifting mechanism. A stereo- 
scopic shifting mechanism permits taking 
a pair of X-ray films of the same object 
from two different angles. These- films 
provide a three dimensional view of the 
interior of the body when viewed simul- 
taneously through a special viewing 
device. 


Louisville Surgeon Honored 
for Fifty Years Service 


Dr. M. J. Henry was honored at a 
dinner at St. Joseph Infirmary, Louis- 
ville, recently on the occasion of his 
50 years of service with the Infirmary. 
In 1901 when Dr. Henry was 11 he be- 
gan work at St. Joseph’s as a messenger 
boy. 

(Continued on page 39A) 
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After his graduation from the Uni- 
versity of Louisville Medical School in 
1912, Dr. Henry interned at St. Joseph’s 
and he has been on the staff during all 
his years of practice. 

After study at Mayo Clinic, Roches- 
ter, Minn., he became associated with 
the late Dr. Irvin Abell as a general 
surgeon. 

A Mass was offered by the Most Rev. 
John A. Floersh, Archbishop of Louis- 
ville, in the hospital chapel. 





St. Elizabeth’s in Covington 
Pay Honor to Staff Member 


Completion of 25 years as a member 
of the medical staff of St. Elizabeth 
Hospital, Covington, was the occasion 
of a celebration given by the hospital 
for Dr. Arthur J. Schwertman recently. 

Featuring the celebration was a silver 
jubilee dinner in his honor in the hos- 
pital. A High Mass of Thanksgiving in 
the hospital chapel was celebrated with 
medical and nurse staff members, stu- 
dents of the school of nursing, Sisters 
and friends in attendance. Rev. Hugh J. 
Milligan, hospital chaplain, was the cele- 
brant of the Mass. 

Dr. Schwertman was born in Coving- 
ton in 1893. He served as a member of 
the Medical Corps in World War I and 
graduated from the University of Cin- 
cinnati Medical College in 1925. 

Following a year’s internship at St. 
Elizabeth’s, he was appointed to active 
membership on the medical staff. 

He was instrumental in organizing the 
library at St. Elizabeth’s and has been 
prominent in the intern training pro- 
gram, as well as all educational aspects 
of the hospital’s program. 


LOUISIANA 


Property Exchange Planned 
by New Orleans Institutions 


Charity Hospital, New Orleans, is 
planning to swap Louisiana State Uni- 
versity two of its structures for school 
land behind the hospital. The Millikan 
and Delgado buildings in the Charity 
Hospital group will be traded so that 
the L.S.U. medical school can expand. 
The property obtained by Charity Hos- 
pital will be used for future construction. 


MASSACHUSETTS 


Fatima Statue Donated to 
Mercy Hospital, Springfield 


The statue of Our Lady of Fatima, 
patroness of the Springfield diocesan 
chapter of the National Council of Cath- 
olic Nurses, was placed in Mercy Hos- 
pital chapel recently as part of the 
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Marian Holy Hour observed by 125 
nurses and about 75 religious. Dr. and 
Mrs. Francis Haggerty donated the 
statue to the hospital. 

Rev. Robert Foudy, spiritual director 
of the chapter of Catholic nurses, con- 
ducted the devotions and the Sisters’ 
choir provided the musical program for 
the service. 


MICHIGAN 


Check Presented to St. Lawrence 
Hospital, Lansing 

A check for $100,000 was presented to 
St. Lawrence Hospital, Lansing, from 
the estate of the late Edmund C. Shields. 
Sister Mary Josephine, superintendent 


. CINCINNATI! . ST. PAUL . DETROIT . ST. Louis 
. NEW YORK . DALLAS . ATLANTA - ; 


of the hospital, accepted the check from 
William A. Ruble, executive vice-presi- 
dent of the company which is the trustee 
of the Shields estate. 


Former Mother General 
Dies in Menominee 


Sister Alphonsa, 73, retired mother 
general of the Order of St. Francis, 
died at St. Joseph-Lloyd Hospital in 
Menominee. 

She served as mother general of the 
order, which has its motherhouse at 
Peoria, Ill., from 1936 to 1940. Since 
her retirement two and a half years ago 


as a nursing Sister, she lived at the 
Menominee hospital. 
(Continued on 40A) 
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Sister Alphonsa was born July 7, 1877, 
in Brookhausen, Germany, and came to 
the United States 54 years ago. She 
spent most of her life in the religious 
order and began her duties at St. 
Joseph’s Hospital in 1908, where she 
was mother superior for seven years. 

She served another 14 years as su- 
perior at hospitals in the Upper Penin- 
sula and in 1914 she was named to the 
board of directors at the motherhouse. 

From 1921 to 1924 she served in 
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Pontiac, Ill, and at Superior and 
Escanaba from 1924 to 1930. Until 1936 
she was in Keokuk, Iowa, and from 
there assumed her duties as mother 
general. 

Burial was in St. Joseph’s Cemetery 
in Peoria. 


MISSOURI 


St. Joseph Hospital! 
Preparing Emergency Room 


A call for cots and blankets to be used 
in the event of civil disaster was made 
by Sister Catherine, administrator of 
St. Joseph’s Hospital in St. Joseph. The 


hospital is equipping an emergency room 
to be used only for this purpose. 

The room, which is being set up in 
connection with the civilian defense pro- 
gram in St. Joseph, will have surgical 
facilities for the treatment of lesser in- 
juries suffered as a result of fire, flood, 
and atomic warfare. Serious injuries 
will be treated in the hospital’s present 
emergency room. 


MONTANA 


St. Vincent Hospital, Billings, 
Receives National Recognition 


The blood bank at St. Vincent Hos- 
pital, Billings, recently received national 
recognition in a brochure edited by the 
Bureau of Medical Economic Research 
for the American Medical Association’s 
committee on blood banks. 

St. Vincent Hospital’s unit was chosen 
by the A.M.A. as representative of small 
hospital blood banks following a visit 
to the hospital by Frank G. Dickinson, 
director of the research bureau for the 
committee on blood banks. 

During the 51 months of the blood 
bank’s operation 17 student technicians 
as well as all medical technologists in 
the department of clinical and surgical 
pathology, have been trained in blood 
bank techniques. 


NEBRASKA 


Successful Open House Held 
at St. Joseph’s, Omaha 


Those who attended the open house 
held at St. Joseph Hospital School of 
Nursing were rewarded with an enter- 
taining afternoon, including a tour of 
the hospital proper and the newly 
opened Our Lady of Victory wing. Clin- 
ical instructors set up exhibits repre- 
senting some phase of the student’s edu- 
cation, and these exhibits, coupled with 
the library and text-book exhibits served 
to give the visitors some idea of the 
scope of the student’s schooling. 


NEW JERSEY 


Sister Silvana, St. Mary's, 
Hoboken, Dies 


Funeral services were held recentiy 
for Sister Silvana who served in the 
dietary department of St. Mary’s Hos- 
pital, Hoboken. She had been stationed 
at the hospital since February, 1931. 

Sister Silvana was born in County 
Mayo, Ireland. She came to America 
in 1888 and entered St. Clare Convent 
in Cincinnati, Ohio. 


Blood Bank Opened at 
St. Vincent's, Montclair 


The new blood bank at St. Vincent’s 
Hospital, Montclair has been officially 
opened. The need was felt for a long 
period and after due consideration by 
the members of the medical staff, it 

(Continued on page 42A) 
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THE WYANDOTTE LINE— floor and wall cleaners: 
Detergent, F-100; marble cleaner and poultice: Deter- 
gent; tile and porcelain cleaners: Detergent, F-100, 
Paydet; cement cleaner: El-Bee; floor wax: Wyandotte 
Anti-Slip Wax; germicides and sanitizers: Steri-Chlor, 
Spartec—in fact, specialized products for every clean- 
ing need. 
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washes painted— 


and other— 
surfaces cleaner 


Wyandotte F-100* is a cleaner for oil base 
painted surfaces that is easily handled and 
applied quickly. It does a thorough job, safely, 
without leaving dirt-catching deposits. F-100 
is all-soluble and leaves no white film, whether 





rinsed or not 

Another superior Wyandotte specialized 
cleaner with similar qualities is Detergent. It 
contains a mild abrasive and is an all-round 
cleaner for walls, porcelain, marble and floors. 
Ask your Wyandotte Representative or Supplier 
to demonstrate these cleaners that can reduce 
maintenance costs for you. 


* Reg. U.S. Pat. Off 


Wyandotte 7 -100 





@ Cleans with speed and safety 





@ Dissolves completely in water 

@ Removes and suspends all types of soil 
@ Dissolves grease and soot 

@ Rinses freely, leaves no streaks 

@ Is dustless and pleasant smelling 

@ Is easy on the hands 
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Each shipment of latex must pass rigid laboratory tests 
for purity and quality before it can be used in RLP tubings. 


QUALITY CONTRO 


In the Manufacture of 
Pure Latex Surgical Tubing 


Each batch of liquid latex must meet rigid requirements. Every 
step of manufacture is subject to rigid tests and controls before it 
may be processed into RLP surgical tubing. Thus, RLP’s Controlled 
Quality assures you of the finest, purest latex tubing it is possible 


to make. 
World Suppliers of 
Pure Latex Tubing 
CRI 


RL 





Hospitals and institutions the world 
over have come to accept RLP’s purity, 
strength and long life as the standard of 
quality for surgical tubings. 


Always specify RLP for the finest, 
purest latex tubing it is possible to make. 


RL 


cae: Surgical Tubing 
6 Standard Sizes 


iss Laboratory Tubing 


24 Standard Sizes 


RUBBER LATEX PRODUCTS, INC. 


Cuyahoga Falls, Ohio 
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was decided that the hospital as well 
as the community would profit. 

The bank will be in charge of the 
doctors who serve on the hospital staff 
and nurses and technicians will work 
under their supervision. 





St. Mary’s Hospital, Orange, 
Coffee Shop Opened 


First customers at the opening of the 
new coffee shop at St. Mary’s Hospital 


42A 


in Orange were doctors and other hos- 
pital personnel who received free coffee 
and doughnuts at an open house. 

Known as the Blue and Yellow Shop, 
it will be opened daily and will be op- 
erated by two paid employes and vol- 
unteer members of the three groups re- 
sponsible for the project, St. Mary’s 
senior and junior auxiliaries and St. 
Mary’s Hospital guild. 


St. Mary's, Passaic, Guild 
Honors Founders on Jubilee 


St. Mary’s Hospital senior guild re- 
cently presented honorary memberships 
to two women who gave long service to 


the hospital as members of the old 
auxiliary, antecedent to the senior guild. 

Three others, who are among the eight 
founders still active in guild work, were 
also present. 

Founded in 1926, the guild was organ- 
ized at a time when the hospital was 
adding a new wing. Now, on its twenty- 
fifth jubilee, the guild is active in the 
drive to build a new nurses’ home. 

A quarter of a century ago, the guild 
pledged itself to raise $10,200 to install 
an elevator, a pledge met within three 
years. Today the guild has accepted a 
$15,000 pledge again to be raised within 
a three-year period. 

At the jubilee luncheon Sister Eileen 
Teresa, administrator of the hospital, 
joined in the tribute to the charter 
members commending them for their 
pioneering spirit and years of service. 


Addition Scheduled for 
St. Vincent's, Montclair 


Construction of a three-story addition 
to the north end of St. Vincent’s Hos- 
pital in Montclair is now under way. 
The addition will add 26 beds to the in- 
stitution’s 70-bed capacity and provide 
enlarged quarters for X-ray and labora- 
tory and a new operating room suite of 
two rooms — one for major operations 
and one for minor operations. 

The new unit will also house addi- 
tional storage rooms, and an elevator for 
visitors will be provided. 

Alterations to the existing St. Vin- 
cent’s building will include a new room 
for nurses on the third floor, a new 
nurses’ station on the second and two 
new delivery rooms and two labor rooms 
for the maternity department. 

A new 100-baby nursery to replace the 
present nursery building east of the 
hospital proper, is now under construc- 
tion. Cost of construction for both the 
hospital addition and the new nursery is 
estimated at $500,000, exclusive of 
equipment. The major portion of the 
nursery cost will be met by the Halloran 
Fund, in whose name the nursery is 
being built. 


NEW MEXICO 


Auxiliary Organized ct 
St. Vincent's, Santa Fe 


St. Vincent Hospital in Santa Fe will 
have a women’s auxiliary for the first 
time in its history to take charge of a 
full program of volunteer aid when the 
new building is completed. 

Sister Ann Theresa, administrator, 
outlined the aims and purposes of such 
an auxiliary at an initial meeting of a 
group of interested women. 

Committees will be appointed to plan 
future work with volunteer aid sought 
among all women interested in pro- 
moting the welfare of the hospital. 

(Continued on page 44A) 


HOSPITAL PROGRESS 











G. 


Pp. 






.! Books a 


as 
er 
ADMINISTRATION 


Administrative Housekeeping, Alta M. La Belle and Jane P. Barton $5.50 
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ANESTHESIA 

Anesthesia, Principles and Practice, Alice M. Hunt $2.60 
CHEMISTRY 

Chemistry, Visualized and Applied, Armond J. Courchaine $5.50 

Simplified Chemistry Experiments, Armand J. Courchaine $2.80 

Laboratory Chemistry, Eleanor M. K. Darby $2.20 

Self-Teaching Guide in Chemistry, Ruth W. Jessee $1.25 
MICROBIOLOGY 

Laboratory Manual of Microbiology, Gill and Culbertson $2.00 

Living Agents of Disease, James T. Culbertson and 

M. Cordelia Cowan (coming soon — price to be announced) 

NURSING 

Essentials of Nursing, Young and Lee $3.75 

Rehabilitation Nursing, Alice M. Morrissey (new) $5.00 
NURSING EDUCATION 

The Education of Nursing Technicians, Mildred L. Montag $2.50 

Nursing in Modern Society, Mary Ella Chayer $3.75 

Tests and Measurements Applied to Nursing Education, 

Hyman Krakower $3.50 

NURSING HISTORY 

A Candle in Her Hand, Dorothy Giles $4.00 

A History of Nursing, Dock and Nutting 4 Vols. $18.00 

A Short History of Nursing, Dock and Stewart $3.50 

A Century of Nursing, Abby Howland Woolsey $2.50 


NUTRITION, DIETETICS and COOKERY 
A Laboratory Manual in Cookery, Doris Johnson (2nd edition, 1950) $2.50 


Modern Dietetics, Doris Johnson (new) $4.95 
Pattee’s Dietetics, Hazel E. Munsell $3.75 
PSYCHIATRY 


Child Psychiatry in the Community, Harold Armand Greenberg, M.D. $3.50 


Interpersonal Relations in Nursing, Hildegard E. Peplau 
(coming soon — priced to be announced) 


PSYCHOLOGY 
Beginning Psychology, Theophile S. Krawiec $3.75 
TUBERCULOSIS 
Nursing in Prevention and Control of Tuberculosis 
Hetherington and Eshleman (3rd edition, 1950) $4.50 
Prices subject to change. Twenty per cent discount to schools and colleges. 


Publishers for Nurses since 1878 
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DERMASSAGE 


>>>>now with HEXACHLOROPHENE 


> To help prevent bed sores 
> To aid in massage for every purpose 
>To promote the patient’s comfort 


Dermassage confers certain special benefits not inherent in the 


massage or in all massage adjuncts, for instance: 
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NEW YORK 


Nuclear Studies Completed by 
Staff Member of Columbus 
Hospital, N. Y. 





Dr. Noel Bartone, director of the de- 
partment of radiology at Columbus Hos- 
pital, New York City, recently spent a 
month at the Oak Ridge Institute of 
Nuclear Studies in the study of radio- 
isotope techniques. 

The expanded facilities of Columbus 
Hospital through the opening of its re- 
cently dedicated new seven-story $1,500,- 
000 wing contains new and completely 
modern diagnostic and deep roentgen 
therapy equipment. This includes a 500 
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EDISON CHEMICAL CO. 
30 W. Washington, Chicago 2 


Please send me, WITHOUT OBLIGATION, 
your Professional Sample of Dermassage. 
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A safeguard against skin discomfort or damage 
while patient is confined to. bed or wheel 
chair. Used and approved in thousands of 
hospitals, coast-to-coast, 
+ recommendation of doctors, nurses 
and hospitals to patients 
returning home. 
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a 200 MA unit, a 
urological unit, with accessory equip- 
ment for angiocardiography, cerebral 
angiography and body section roentgen- 
ography. The new dark room is modern 
in every detail, providing fast processing 
for X-ray work. 

The radiology department at Colum- 
bus plans an extension of personnel 
under Dr. Bartone, with an associate 
radiologist and five technicians, to carry 
out these important diagnostic and 
therapeutic services. 

Other features of the new wing in- 
clude a bone and cartilage bank, and a 
completely new six-room laboratory. Pa- 
tients’ rooms are provided with inter- 
communication speaker system, and 
“medicar” service is available on the 
floors. With completion of the wing, the 
entire hospital will be on central supply 
service. 


MA X-ray unit, 


The wing also includes a new kitchen 
and laundry. An outstanding feature is 
the beautiful new chapel. 

Another project completed at the hos- 
pital is the remodeling of the nurses’ 
home. 


Benefit Held for 
St. Clare’s, New York 


An exhibition of the “First Ladies of 
America,” statuettes of the 32 wives of 
the Presidents in reproductions of the 
costumes they wore in the White House 
was held for the benefit of St. Clare’s 
Hospital. 

The entire proceeds will be used for 
the work of the Sisters of St. Francis at 
St. Clare’s and particularly to the new 
nurses’ training school and residence. 


Alice Lee of St. Vincent's, 
New York, Receives National Honor 


Miss Alice Lee, M.T., medical tech- 
nologist at St. Vincent’s laboratory, has 
been chosen as the outstanding technol- 
ogist in the United States by the Society 
of the American Medical Technologists 
and has been honored by being officially 
awarded the “Convention Award of the 
Year.” 

During the past year Miss Lee trained 
40 students who were from all parts of 
the world and who were training at St. 
Vincent’s. Under her supervision they 
were required to spend three months in 
each of the following divisions of the 
laboratory, clinical pathology, chemistry, 
bacteriology and histology. At the com- 
pletion of the year’s training they were 
employed as technicians at St. Vincent’s. 

After having taken and passed the re- 
quired examination for membership in 
the American Medical Technologists, all 
40 students were accepted by the society 
and it was for this outstanding work that 
Miss Lee was awarded the “Convention 
Award of the Year” by the National 
Society of the American Medical Tech- 
nologists. 


NORTH DAKOTA 


Society of X-Ray Technicians 
Organized in Bismarck 


Officers and members of the executive 
committee of the newly organized North 
Dakota Society of X-ray technicians 
were named at a recent meeting held in 
Bismarck. They include Amanda Carl- 
son, Bismarck, executive committee; 
H. E. Granlund, Fargo, vice-president; 
A. L. Mathieson, Jamestown, executive 
committee; Clare Sanger, Grand Forks, 
secretary-treasurer; Sister Adelaide, 
Dickinson, executive committee; Mrs. 
Genevieve Eilert, Fond du Lac, Wis., 
executive secretary of the American So- 
ciety of X-ray Technicians; Sister 

(Continued on page 47A) 
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Wanda, Bismarck, state A.S.X.T. coun- 
selor, and Chester Wyngarden, Bis- 
marck, president. 


OHIO 


Sister Mary Magdalena Dies 
at Mt. St. Joseph 


Sister Mary Magdalena, former official 
of Good Samaritan Hospital, Cincinnati, 
and a member of the Sisters of Charity 
for 51 years died in the motherhouse, 
Mt. St. Joseph, recently. She was buried 
at the motherhouse cemetery after a 
Requiem High Mass in the convent 
chapel. 

The 77-year-old nun, a native of 
Dunkirk, N. Y., had served in institu- 
tions conducted by the Sisters of Char- 
ity in Ohio, Michigan, Colorado, and 
New Mexico. 


New Department Opened at 
St. Mary’s, Cincinnati 


A new and enlarged out-patient de- 
partment has been opened at St. Mary’s 
Hospital in Cincinnati. It is located in 
a three-story clinic building across the 
street from the hospital’s main entrance. 

The department was made necessary 
by increased demand on the hospital’s 
facilities: 300 medical, surgical and 
dental cases are now being handled 
monthly. 


$10,670 Donated to Gill Memorial 
Hospital in Steubenville 


Election of officers and the presenta- 
tion of a check for $10,670 to Gill 
Memorial Hospital, Steubenville, high- 
lighted the annual anniversary dinner. 

The check, which represented profits 
from the annual card party, was pre- 
sented to Sister Mary Agatha, admin- 
istrator of the hospital. 


VFW Present Gift to 
St. Charles Hospital, Bend 


Men who have served overseas while 
in service have a particular interest in 
the new St. Charles Memorial Hospital 
in Bend, for the flagpole in front of the 
hospital, at the edge of the driveway, 
was made possible through their efforts. 

A gift from the Veterans of Foreign 
Wars, the pole extends 33 feet above a 
concrete base, in which it is imbedded 
six feet. The specially designed pole, ap- 
proved by the building architect, is 
eight inches in diameter at the base and 
two inches at the top. It is surmounted 
by a golden ball. Labor in connection 
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with the construction of the concrete 
base was donated. 

At the dedication ceremonies held re- 
cently, the Veterans of Foreign Wars 
supervised the flag-raising rites. 


OREGON 


Ontario's Holy Rosary Hospital 
Kitchen Being Modernized 


Before the floors of the new chapel 
at Holy Rosary Hospital, Ontario, were 
finished, plans for the modernizing of 
the kitchen were in the hand of plumb- 
ers and other workmen. The kitchen 
will expand to take in the Sisters’ old 


dining room, where a new diet center 
will be set up. 

The planned improvements will in- 
clude new sinks and cabinets in the 
kitchen, and the partitioning off of a 
room to be used for washing dishes. This 
will involve remodeling, additional 
plumbing, sinks, etc. Places for the prep- 
aration, baking and handling of pastries 
and similar items are included in the 
modernization plans. 

With the new diet center in the old 
refectory, a different system of handling 
patients’ trays will be worked out. After 
the improvements are made, the Sisters 
plan to move their X-ray department to 


(Continued on page 48A) 
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STOP THE SURPRISE ATTACK OF FIRE 


FIRE never warns you in advance. Don’t 
learn the hard way. FIRE can make a sur- 
prise attack when you least expect it. Let 
us show you how GLOBE Automatic Sprink- 
lers discover and stop FIRE...and lower 
your insurance costs, too. 
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the old chapel and give the hospital a 
still better facility for the handling of 
the many auto accident and other cases 
needing immediate X-ray service. 


PENNSYLVANIA 


New Lancaster Eye Clinic 
Donation of Auxiliary 


A new eye clinic, equipped by the 
Ladies’ Auxiliary to the Lancaster As- 
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sociation for the Blind at a cost of 
$3,000, has been opened at St. Joseph’s 
Hospital. 

More supplies costing approximately 
$1,000 are to be added, according to 
the auxiliary officers. Additional expenses 
will be financed from the money gained 
through the serving of meals during 
Lancaster’s 20th annual Blind Week. 

The new clinic duplicates that fur- 
nished the Lancaster General Hospital 
three years ago by the Blind Associa- 
tion auxiliary. 

Among equipment given for the new 
clinic are a perimeter, for measuring side 
vision; a slit-lamp or corneal microscope 
which permits the physician to see half- 
way into the retina of the eye for 


examination or removal of foreign ob- 
jects; complete refraction apparatus in- 
cluding test lenses and trial case, a giant 
ophthalmoscope, charts and projector; 
two treatment chairs, and other items. 
The hospital furnished a complete set up 
of eye surgery instruments. 

The clinic will also be available for 
private patients of doctors at the hos- 
pital. 


Modernistic Kitchen Equipment 
Featured in New Williamsport 
Hospital 


Kitchen facilities at the Divine Provi- 
dence Hospital, Williamsport, provide 
the latest models of machinery for prep- 
aration and serving of food. In charge of 
a nun, the kitchen contains three double 
range stoves and several mammoth ovens 
for baked goods. There are deep frying 
machines, steam tables and other labor 
saving devices. The equipment is en- 
tirely of stainless steel. 

There is a special dietitian’s office 
with a qualified nun as its head. She will 
supervise the menus and preparation of 
the special: foods and the general bal- 
anced diet for the hospital. 

Three refrigerators are placed handily 
for the storage of meats and vegetables. 
In addition there is a frozen food refrig- 
erator and one for garbage. The latter 
keeps the waste products at low tem- 
peratures thereby suspending bacteria 
growth until the garbage is removed to 
incinerators. 

For the transportation of food 
throughout the hospital there are stain- 
less steel heating cabinets. Mounted on 
rollers these movable kitchens keep food 
hot until it reaches the patient. Built in 
sections, the units hold 12 trays. 

Just off the kitchen is the cafeteria 
where hospital personnel have their own 
dining quarters. Attractive tables and 
chairs have been installed and the room 
decorated. 


SOUTH DAKOTA 


Women’s Auxiliary Organized 
at St. Joseph's in Deadwood 


Recognizing the need for the services 
they can render at the hospital, a group 
of women met recently to organize St. 
Joseph’s Hospital auxiliary. 

The meeting was called by St. Joseph’s 
nurses’ alumni after discussion with 
other groups. Mrs. Edna Grieb explained 
the aims and the need for extra workers 
at the hospital and made suggestions for 
organizing. 

Sister M. Laurentia, administrator of 
the hospital, and Mrs. Carl Eilers spoke 
briefly on the hospital and its needs. 

The women’s duties will consist of 
marking linens, sewing, mending, making 


(Continued on page 51A) 
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dressings and rendering other services 
which will give the nurses more time 
for the care of patients. 


Campaign Under Way for $8,000 
at St. Michael’s, Tyndall 


The inconvenience of moving patients 
from St. Michael’s Hospital in Tyndall 
for X-rays will be over when the new 
X-ray machine is received at the hos- 
pital. 

Since the Sisters do not have adequate 
funds for this machine, they are asking 
the entire community and people outside 
the community to join the campaign to 
raise funds for this machine. 

In addition to the donations of indi- 
viduals, the Ladies Hospital Auxiliary 
sponsored a campaign for funds by way 
of accepting donations for awards on 
many valuable prizes in which everyone 
could share. 

The X-ray to be purchased is a West- 
inghouse Monoflex 200 milliamperes 
110 K.V. Unit with automatic controls 
and electronically times. The Monoflex 
table will permit X-rays from every po- 
sition. The cost of the complete X-ray 
equipment will be $8,000. 


TEXAS 


Auxiliary Purchases Oxygen Tents 
for Hotel Dieu, Beaumont 


Hotel Dieu’s children’s wards will 
have two new oxygen tents—the gift 
of the hospital’s auxiliary through its 
Memory Book fund. 

The new equipment was ordered for 
use in the expanded pediatric department. 

Memorial gifts of funds are recorded 
by the auxiliary in the Memory Book, 
a large permanent record book main- 
tained at the hospital, and the funds 
received as memorials are devoted to 
work for children hospitalized at Hotel 
Dieu. 


Operations Televised During 
Houston Medical Meeting 


Doctors attending the annual con- 
vention of the State Medical Associa- 
tion in Houston got a demonstration of 
how television already is being used in 
surgery. 

Actual operations performed in St. 
Mary’s Infirmary were transmitted by 
color television to 12 receivers at the 
meeting hall. 

The immediate benefit of color tele- 
vision of operations is the permitting of 
many more students or interns to view 
the operations at close range. For the 
future, the day may come when two-way 
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television will be used when emergency 
operations have to be performed at sea. 


Employees at Hotel Dieu, 
El Paso, Given Awards 

Eight Hotel Dieu employees were 
awarded service citations for outstanding 
work at the hospital during the past 
year. 

Started one year ago by the hospital 
as a method of recognizing outstanding 
work by hospital employees, the awards 
have now been placed on a yearly basis. 
All awards are based in part on service 
rendered to both patients and the general 
public, as well as co-operation with vari- 
ous departments in the hospital. 


Anniversary Observed by 
St. Joseph's in Paris 
Established in 1911 when the Sisters 
of Charity of the Incarnate Word pur- 
chased the two-story frame building that 
had previously been St. Patrick’s Acad- 
emy, the first institution had few hos- 
pital facilities and would accommodate 
only about 16 patients. It had been used 
for years as a school, having been first 
set up back in 1896, but in 1910 the 
Sisters of Mercy conyerted the schoo! 
into a hospital. In 1911 the Sisters of 
Charity purchased the building 
When it became evident that the 
building was not adequate for the grow- 
(Concluded on page 52A) 
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A Savory has the lowest operating cost in the commercial toasting 
field. Gas models operate on any type of gas, for as little as 34 of 
a cent per hour. All-electric units have low connected load and 


comparably low operating costs. 


Savory 


EQUIPMENT, INCORPORATED 
120 Pacific Street, Newark 5, New Jersey 
Sold by Leading Dealers Everywhere 





General News 





(Concluded from page 51A) 


ing hospital needs, Mother M. Helen, 
mother superior of the order, began 
plans for the construction of the present, 
fire-proof building which was dedicated 
in 1914. 

A training school for nurses was held 
at the hospital for many years, but was 
closed in 1932 and the student nurses’ 
lecture hall was converted into three 
semiprivate rooms. Many other changes 
have been made in the hospital, among 
them the opening of the fourth floor 
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in 1942 for a separate maternity de- 
partment equipped with 18 bassinets and 
having a 16 bed capacity. New elevator 
doors have recently been installed and 
the most modern laboratory and other 
hospital equipment available added from 
time to time. 

Today, the hospital has a maximum 
capacity of 80 beds, a laboratory and 
an X-ray department, two large modern 
operating rooms and an emergency op- 
erating room, separate maternity de- 
partment, business office, diet kitchen, 
laundry, library, and all other hospital 
facilities. The nursing staff is composed 
of 45 nurses, both graduate and under- 
graduate, one orderly and one anes- 
thetist. 


Auxiliary Aids Santa Rosa, 
San Antonio, During Nursing 
Shortage 


Members of the newly organized 
women’s auxiliary of Santa Rosa Hos- 
pital in San Antonio are doing their 
part to alleviate the nursing shortage. 

According to the president of the 
auxiliary, the purpose of the organiza- 
tion is to assist members of the hospital 
staff in various phases of work when 
there are too few nurses to attend to 
minor needs and wants of patients. 

A magazine dispensing service, free to 
patients, is operated by the auxiliary 
from contributions. 

Each member is pledged to work a 
definite number of hours each week, and 
in case of illness must provide a sub- 
stitute to do their tasks. 


VERMONT 


Modern Facilities Featured 
in Burlington Hospital Nursery 

Ultra-violet lights in the newborn 
nurseries at the Bishop DeGoesbriand 
Hospital, Burlington and multiple oxy- 
gen tube outlets are two factors which 
are extremely important in the new 
nurseries of the hospital. Since the in- 
stallation of the ultra-violet lights there 
have been no colds among the babies 
and fewer colds among the staff working 
in the nurseries. 

However, these two installations are 
only a part of the modern equipment 
available in the obstetrical and pediatric 
department. 

The latest equipment in the delivery 
rooms includes mechanically operated 
tables for any kind of delivery, anes- 
thesia outlet, automatic timing clocks, 
piped-in oxygen, unique glareproof lights 
that can be manipulated at will, latest 
suction apparatus for the newborn, and 
huge sterilizers for equipment. 

The area is soundproof and there is 
a room for the doctor to sleep or rest. 

The babies’ formulas are prepared in 
the diet kitchen. Bottles are washed, 
filled with the various formulas, put in 
an autoclave which completely sterilizes 
them and then they are refrigerated. 

There are floor night lights, reading 
and soft lights over the beds, plug-ins 
for telephones, and some rooms have 
private baths. 


WISCONSIN 


Lions Club Donates Gift 
to St. Catherine's, Kenosha 


Presentation of a walker to St. Cath- 
erine’s Hospital, Kenosha, highlighted 
the bi-weekly luncheon meeting of the 
Lions Club recently. 

The unit will be used to aid the infirm 
in recovering from illness and learning 
to walk again. 
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(Continued from page 14A) 
tration in a nursing service. The data 
can be utilized in realignment of posi- 
tions and classifications of jobs, and 
present a valuable tool for sound person- 
nel administration. 

The author has also presented a work- 
able in-service program for graduate 
staff nurses on “Team Work in Nursing 
Care,” orientation program for newly 
employed nurses and criteria for deter- 
mining distribution of professional and 
non-professional services. 
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Miss Bredenberg’s study is an excel- 
lent and valuable contribution to the 
art and science of nursing. The research 
is pertinent and practical. The book is 
well written, easy to understand and 
offers a practical approach to the many 
confusing and perplexing problems in 
nursing service today. The evaluation of 
personnel functions, in-service pro- 
grams, Classification of position as listed 
in the appendices serve as a guide for 
individual institutional analysis and 
study. 


Sister M. Christiana, C.C.V.I. 
Incarnate Word College 
San Antonio, Texas 


Pharmaceutical Compounding 
and Dispensing 


By Lyman, Rufus, Editor-in-Chief. 
Philadelphia: J. B. Lippincott Company, 
1949. Pp. 321. Price $6.50. 

This textbook was prepared by the 
collaboration of 12 recognized author- 
ities in their respective fields. The book 
is divided into 12 chapters with the 
following titles: Dispensing through the 
Ages; The Prescription; Accuracy in 
Dispensing; Dosage Forms; Derma- 
tologic Pharmaceuticals; Solutions; Sol- 
ubility; Incompatibility and the Incom- 
patibilities of Inorganic Compounds; 
Incompatibilities of Organic Com- 
pounds; Prescription Packages and La- 
bels; Prescription Pricing; Interprofes- 
sional Relations. 

In this volume, the authors have de- 
emphasized the treatment of specific 
cases in favor of generalization, with 
additional information available in table 
form to permit ready reference and 
application to the situation at hand. It 
is hoped that this new venture will not 
only prove useful for the practice of 
pharmacy today, but will also be of 
value to the pharmacist of the future, 
as stated‘in the preface: “while the 
prescription of tomorrow will, in all 
likelihood, not contain many items of 
our materia medica of today, the future 
medicinal compounds, nevertheless, will 
still obey chemical and physical laws.” 

In chapter two, the author stresses 
emphatically the importance of cleanli- 
ness, so essential in a dispensing phar- 
macy. He offers also valuable informa- 
tion pertaining to prescriptions. It is to 
be regretted, however, that in the same 
chapter some of the statements relative 
to the history of the Middle Ages are 
not clear and may be misleading. The 
author seems to overlook the fact that 
the monks, particularly the Benedictines, 
were instrumental in preserving the 
works on pharmacy and medicine after 
the fall of the Roman Empire. 


The chapters on Accuracy in Dis- 
pensing and on Dosage Forms explain 
with almost meticulous care the weigh- 
ing and measuring of medications, and 
the preparation of dosage forms. _ 

In chapter seven, cognizance is taken 
of the fact that some pharmacy students 
have no or only elementary background 
in physical chemistry, and an attempt 
is made to present the material ac- 
cordingly. 

Chapter nine allows 64 pages for In- 
compatibilities of Organic Compounds, 
with a view of acquainting the student 
with the scientific principles which gov- 
ern the physical and chemical properties 
of organic substances used in pharma- 
ceutical dispensing. 

While this book is primarily intended 
as a basic and up-to-date textbook on 

(Continued on page 56A) 
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dispensing for pharmacy students, in the 
opinion of the reviewer, it may be of 
considerable value also to the hospital 
pharmacist. 


Sister Ludmilla 
Pharmacist, 

Firmin Desloge Hospital 
St. Louis, Missouri 
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Nursing Service in a General 
Hospital — Factors in an 
Annual Report 


By Aloisiana, S.S.J., Sister Mary. 
Washington, D. C.: 1951. A dissertation 
— submitted to the faculty of the School 
of Nursing Education of the Catholic 
University of America in partial fulfill- 
ment of the requirements for the degree 
of master of science in nursing educa- 
tion, Catholic University of America. 

This is a highly desirable reference 
for every hospital administrator and di- 
rector of nursing service. It is a timely 
and much needed study, since literature 


offers scanty information regarding the 
scope and nature of the annual report 
made by the nursing service department 
in a hospital. 

The study brings to focus existing 
practices and clearly shows the lack of 
organizational and administrative de- 
lineation and co-ordination. It also shows 
the need for clarification of aims of 
nursing service and titles and functions 
of nursing service personnel. 

The author set out to determine, 
through research, the scope and content 
of the annual report of nursing service 
programs, as they are formulated and 
reported by directors of such programs 
in a selected number of general hospitals 
in the United States. 

The questionnaire and _ interview 
method of research was used to collect 
data. The functions and responsibilities 
of the director of nursing service as out- 
lined by the National League of Nurs- 
ing Education and published in Faculty 
Positions in Schools of Nursing and How 
to Prepare for Them, was used as a 
guide in formulating the questions. 
Other items included were characteristic 
of annual reports as found in authori- 
tive literature. On this basis the ques- 
tionnaire was formulated in two sections 
for securing the desired information 
about the annual report. 

Part I of the questionnaire was set 
up to secure information about the way 
in which the report was compiled, by 
whom written and to whom presented. 
Additional information relating to the 
use of statistics, charts and diagrams in 
the annual report were incorporated. 

Part II of the questionnaire was de- 
signed to secure information about the 
specific content of the report as it re- 
lated to the responsibilities and func- 
tions of the director of nursing service. 

Questionnaires were sent to the ad- 
ministrators of nursing service programs 
in 200 general hospitals, 20 of which 
were operated under public auspices and 
180 under private auspices. The data 
submitted by 100 directors of nursing 
service programs was analyzed to de- 
termine the specific information or con- 
tent of the annual report and to deter- 
mine principles and methods that might 
be applicable for general adaptation. 

In the final conclusion of her study 
the author summarizes the data which 
was considered essential in the annual re- 
port by more than half of the directors 
of nursing service programs participating 
in the study. They are: 

1. Organizational and administrative 
changes and problems. 

2. Facilities, equipment and supplies. 

3. Data concerning nursing service 
personnel. 

4. Health of personnel and _ health 
service rendered by the institution. 

5. General information concerning 
educational and in-service programs. 

(Continued on page 57A) 
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(Continued from page 56A) 

6. Nursing service activities. 

7. The purpose of results of research 
conducted in the nursing service divi- 
sions. 

8. Activities carried on to promote 
professional and public relations. 

Items considered of least importance 
in the annual report as reported by 
participants: 

1. The statement of aims of the 
nursing service program. 

2. The nursing service budget. 

3. Information regarding the work of 
nursing service personnel which is car- 
ried on co-operatively with the faculty 
of the school of nursing. 

The author’s study in terms of nursing 
service research is a practical approach 
to the confusing and disturbing problems 
existing in hospitals today. The author’s 
scholarly contribution to hospitals 
through a study of nursing service prac- 
tices is valuable and practical. The sug- 
gested list of items to be included in 
the annual report will be greatly ap- 
preciated and welcomed by directors of 
nursing service as a helpful device in 
formulating the annual report. The prob- 
lems and methods are set forth clearly, 
and the writing is good. A summary of 
the findings and conclusions are well 
stated. It is revealing that the items 
basic to a satisfactorily functioning 
nursing service were considered least im- 
portant by the participants of the study. 
This one revelation alone should furnish 
the starting point for improvement of 
the very important hospital department 
of nursing service. 

Sister M. Christiana, C.C.V.1. 
Incarnate Word College 
San Antonio, Texas 


Practical Nurse Curriculum 


Washington, D. C.: Federal Security 
Agency, Office of Education, Division of 
Vocational Education. Pp. 140. Price 
65c. 

The Practical Nurse Curriculum offers 
suggestions for administrators and in- 
structors who are responsible for organ- 
izing and conducting practical nurse 
training programs throughout the United 
States. The scope of the suggested cur- 
riculum conforms to the decisions 
reached in the preparation of the 
Analysis.? 

The teaching approach is based upon 
the degree or type of illness of the 
patient with whom the practical nurse 
must work with emphasis on _ the 
teacher and student activities as the 


1Practical Nursing: An analysis of the practical 
hurse occupation with suggestion for the organiza- 
tion of the training programs, Washington, U. S. 
Government Printing Office, 1947. 
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most effective method for the instruc- 
tional process. 

It is pointed out that the functions 
which a practical nurse may perform 
may vary slightly in different geograph- 
ical areas, consequently the curriculum 
finally adopted in any school should be 
accepted only after it has received the 
careful consideration and recommenda- 
tion of a representative advisory com- 
mittee in the state or district in which 
the school is being established. The cur- 
riculum must be flexible enough to meet 
the changing demands and the conditions 
in practical nursing as they arise. 

The committee also pointed out that 


it will take more than one year ade- 
quately to cover the suggested content 
in the curriculum. Experimentation is 
necessary to discover the time needed 
to complete the course, using as a guide 
the thought that the training program is 
not completed until the students have 
reached a high degree of proficiency in 
all the areas of instruction included in 
the program. 

The committee based the suggested 
curriculum upon the over-all objectives 
of a training program, the length of the 
training program, the characteristics of 
the trainees, the characteristics of the 

(Concluded on page 58A) 
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dispensing for pharmacy students, in the 
opinion of the reviewer, it may be of 
considerable value also to the hospital 
pharmacist. 
Sister Ludmilla 
Pharmacist, 
Firmin Desloge Hospital 
St. Louis, Missouri 
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Nursing Service in a General 
Hospital — Factors in an 
Annual Report 


By Aloisiana, S.S.J., Sister Mary. 
Washington, D. C.: 1951. A dissertation 
— submitted to the faculty of the School 
of Nursing Education of the Catholic 
University of America in partial fulfill- 
ment of the requirements for the degree 
of master of science in nursing educa- 
tion, Catholic University of America. 

This is a highly desirable reference 
for every hospital administrator and di- 
rector of nursing service. It is a timely 
and much needed study, since literature 


offers scanty information regarding the 
scope and nature of the annual report 
made by the nursing service department 
in a hospital. 

The study brings to focus existing 
practices and clearly shows the lack of 
organizational and administrative de- 
lineation and co-ordination. It also shows 
the need for clarification of aims of 
nursing service and titles and functions 
of nursing service personnel. 

The author set out to determine, 
through research, the scope and content 
of the annual report of nursing service 
programs, as they are formulated and 
reported by directors of such programs 
in a selected number of general hospitals 
in the United States. 

The questionnaire and _ interview 
method of research was used to collect 
data. The functions and responsibilities 
of the director of nursing service as out- 
lined by the National League of Nurs- 
ing Education and published in Faculty 
Positions in Schools of Nursing and How 
to Prepare for Them, was used as a 
guide in formulating the questions. 
Other items included were characteristic 
of annual reports as found in authori- 
tive literature. On this basis the ques- 
tionnaire was formulated in two sections 
for securing the desired information 
about the annual report. 

Part I of the questionnaire was set 
up to secure information about the way 
in which the report was compiled, by 
whom written and to whom presented. 
Additional information relating to the 
use of statistics, charts and diagrams in 
the annual report were incorporated. 

Part II of the questionnaire was de- 
signed to secure information about the 
specific content of the report as it re- 
lated to the responsibilities and func- 
tions of the director of nursing service. 

Questionnaires were sent to the ad- 
ministrators of nursing service programs 
in 200 general hospitals, 20 of which 
were operated under public auspices and 
180 under private auspices. The data 
submitted by 100 directors of nursing 
service programs was analyzed to de- 
termine the specific information or con- 
tent of the annual report and to deter- 
mine principles and methods that might 
be applicable for general adaptation. 

In the final conclusion of her study 
the author summarizes the data which 
was considered essential in the annual re- 
port by more than half of the directors 
of nursing service programs participating 
in the study. They are: 

1. Organizational and administrative 
changes and problems. 

2. Facilities, equipment and supplies. 

3. Data concerning nursing service 
personnel. 

4. Health of personnel and health 
service rendered by the institution. 

5. General information concerning 
educational and in-service programs. 

(Continued on page 57A) 
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6. Nursing service activities. 

7. The purpose of results of research 
conducted in the nursing service divi- 
sions. 

8. Activities carried on to promote 
professional and public relations. 

Items considered of least importance 
in the annual report as reported by 
participants: 

1. The statement of aims of the 
nursing service program. 

2. The nursing service budget. 

3. Information regarding the work of 
nursing service personnel which is car- 
ried on co-operatively with the faculty 
of the school of nursing. 

The author’s study in terms of nursing 
service research is a practical approach 
to the confusing and disturbing problems 
existing in hospitals today. The author’s 
scholarly contribution to hospitals 
through a study of nursing service prac- 
tices is valuable and practical. The sug- 
gested list of items to be included in 
the annual report will be greatly ap- 
preciated and welcomed by directors of 
nursing service as a helpful device in 
formulating the annual report. The prob- 
lems and methods are set forth clearly, 
and the writing is good. A summary of 
the findings and conclusions are well 
stated. It is revealing that the items 
basic to a satisfactorily functioning 
nursing service were considered least im- 
portant by the participants of the study. 
This one revelation alone should furnish 
the starting point for improvement of 
the very important hospital department 
of nursing service. . 

Sister M. Christiana, C.C.V.1. 
Incarnate Word College 
San Antonio, Texas 


Practical Nurse Curriculum 


Washington, D. C.: Federal Security 
Agency, Office of Education, Division of 
Vocational Education. Pp. 140. Price 
65c. 

The Practical Nurse Curriculum offers 
suggestions for administrators and in- 
structors who are responsible for organ- 
izing and conducting practical nurse 
training programs throughout the United 
States. The scope of the suggested cur- 
riculum conforms to the decisions 
reached in the preparation of the 
Analysis.+ 

The teaching approach is based upon 
the degree or type of illness of the 
patient with whom the practical nurse 
must work with emphasis on the 
teacher and student activities as the 


‘Practical Nursing: An analysis of the practical 
nurse occupation with suggestion for the organiza- 
tion of the training programs, Washington, U. S. 
Government Printing Office, 1947. 
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most effective method for the instruc- 
tional process. 

It is pointed out that the functions 
which a practical nurse may perform 
may vary slightly in different geograph- 
ical areas, consequently the curriculum 
finally adopted in any school should be 
accepted only after it has received the 
careful consideration and recommenda- 
tion of a representative advisory com- 
mittee in the state or district in which 
the school is being established. The cur- 
riculum must be flexible enough to meet 
the changing demands and the conditions 
in practical nursing as they arise. 

The committee also pointed out that 


it will take more than one year ade- 
quately to cover the suggested content 
in the curriculum. Experimentation is 
necessary to discover the time needed 
to complete the course, using as a guide 
the thought that the training program is 
not completed until the students have 
reached a high degree of proficiency in 
all the areas of instruction included in 
the program. 

The committee based the suggested 
curriculum upon the over-all objectives 
of a training program, the length of the 
training program, the characteristics of 
the trainees, the characteristics of the 
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PRODUCTS. See why more and more doctors and hos- 
pitals order and reorder. 





Each tuft anchored securely pre- 
vents loss of bristle. Individual 
bristles are chisel-trimmed for 
better scrubbing. 

Bristles remain {firm but not 
harsh after AUTOCLAVINGS, will 
not scratch tender skin. 

Tapered all-nylon handle has 
corrugated sides for firm grip; 
embossed with words “Hospital 
Property. 


Anchor Surgeon's Brushes are O 
guaranteed to withstand a 
minimum of 400 Autoclavings. 
SOLD ONLY THROUGH 
SELECTED HOSPITAL 
SUPPLY FIRMS 














































Manufactured by 
ANCHOR BRUSH COMPANY, Aurora, Illinois 


For Information write Exclusive Sales Agents 
THE BARNS COMPANY, I414A Merchandise Mart, Chicago 54, Ill. 
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instructors, the extent, nature and rela- 
tionship of the pre-clinical and clinical 
training, the facilities and equipment 
available, and on the assumption that 
effective administrative planning and 
organization would be provided. 

The outline is divided into four col- 
umn headings: 1. Essentials of Learn- 
ing; 2. Analysis Reference; 3. Suggested 
Content; and 4. References and Teach- 
ing Aids. 

The Essentials of Learning states the 
primary objectives as the basis for the 
course outline for the entire program. 

The notations in the Analysis Ref- 
erences refer to pages in the Analysis of 
the Practical Nurse Occupation in which 
directions are given to the instructor as 
to the jobs to be done to achieve the 
objectives of the first column. 

Under Suggested Content, methods 
and activities are suggested to supple- 
ment and clarify the teaching approach 
in the two previous columns. 

Reference and Teaching Aids lists ref- 
erence books and illustrative materials 
which may be used by either the student 
or the instructor outside the classroom. 

The program of instruction has been 
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1. Basic Nursing Skills and Related In- 
struction, and 2. Concurrent Units of 
Instruction. Each section in the outline 
and each concurrent unit of related in- 
struction are preceded by an overview. 

The overview and all other parts of 
the suggested curriculum are based upon 
the assumption that the instructor will 
want to organize her own teaching plans 
and materials. 

Suggestions for the instruction of the 
practical nurse in the areas of Ethics, 
Professional Relationships and Legal 


organized into two main divisions: 
Factors have been integrated throughout 
the proposed curriculum. The suggested 
outline must be used with the Analysis 
to be of any value and to me seems to 
be too superficial to be useful in course 
construction. However, it does serve well 
as a teaching aid — the listed references 
being very complete. 

Gloria Green, R.N. 

Instructor, Practical Nurse Program 

St. Anthony Unit, Division of Nursing 

Denver, Colorado 
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CALIFORNIA 


Santa Anita Hospital, 
Lake Arrowhead, Dedicated 


Bishop Charles S. Buddy of San 
Diego recently presided at the dedica- 
tion ceremonies of Santa Anita Hos- 
pital which will be conducted by the 
Sisters of St. Joseph of Orange. The 
hospital, which was built and equipped 
by funds contributed by the Los Angeles 





Turf Club, Inc., will serve residents of 
the Arrowhead area of the San Bernar- 
dino National Forest. 

Several hundred persons witnessed 
the dedication ceremony of the $750,000 
hospital which is the latest in a series 
of civic developments sponsored by the 
Turf Club in the Arrowhead area. 

The Knights of Columbus of San 
Bernardino previded an honor guard for 
the rites. Msgr. Patrick O’Dwyer and 
the Rev. Michael O’Duignen were 
among the speakers. 

At present the hospital has a 30 bed 

(Continued on page 60A) 
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Tew PLASTER CAST PADDING 
Saves Orthopedist’s Time 
Gives Greater Patient Comfort 


These pre-cut and pre-shaped pads let the 











orthopedist fashion his cast immediately 
around them. There is no time wasted shaping 
loose cotton. The pads, of soft quilted 
material, are tailored and sewn to exactly 

fit the joint. They help the fracture surgeon 
shape a perfect cast that is far more comfortable 


than one made with loose fibrous padding. 


For a Complete Description 
Call or Write 








»MANUFACTURING COMPANY, 
Bit WARSAW, INDIANA 


ft’ bien tte £8 ft 





Is YOUR Fy DEPARTMENT 
EFFICIENT? 












































(They Make It 7 
—We Sell it! 


Among the 50,000 items sold 
by DON are products of the 
country’s foremost manufac- 
turers. In this limited space 
wecan show only a few trade 
marks of the famous brands 
handled. Such standard mer- 


ra 
~ 
chandise in equipment, fur- 





Top Units No, 20 
Base Units No. 1 


Mma | 


SECTIONAL SYSTEM 


nishings and supplies, for 
hotels, restaurants, fountains, 
schools, taverns, clubs, hos- 
pitals and other institutions 
is always available at ““HEAD- 
QUARTERS FOR NATION- 
a ALLY ADVERTISED 
3 GOODS.” 
4 If a DON salesman isn’t 
% around today — mail your 
y <\ 
> 











order direct. : 
ys @ 

i> * 
epwaro DON & COMPANY 
GRAND RAPIDS STORE EQUIPMENT CO. eT 5 sale IOSD 


HOSPITAL PHARMACY DIVISION GRAND RAPIDS 2, MICH. 


is as important to your hospital as is your operat- 
ing room, or any of your other physical equipment. 
e 
NOW AVAILABLE FOR PROMPT SHIPMENT!!! 
e 


A booklet devoted entirely to Prescription 
Room equipment is yours for the asking. 
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. . « Hospital 
administrators 
know most of 
the answers to 
this poser, but 
we can offer 

at least one good 
one — when she 
is comfortably gowned. 
There is no more 
comfortable scrub gown 
than our H3280. 
Compare it anywhere for 





TROY 





ea * Launders flat 


durability and economy, as well. eer — 


MARVIN - NEITZEL 
CORPORATION 


* Non-tearing 
neck 

* Full cut 
sleeves 

* Tunnel belt 

* 3” wide hem 

* Two-needle 
seams 

* Big pocket 


* In eye rest 
green, and 
other colors, 


keg 13280 or white 
ss 


NEW YORE 
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capacity and facilities for 50 patients. 
The hospital will be uncer the adminis- 
tration of Sister M. Alma, with a staff 
of six Sisters. 


CONNECTICUT 


St. Joseph Knoll 
Donated to St. Joseph Order 


A 15-room white frame house on five 
and one-half acres of wooded land in 
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the Norfolk hills has been donated to 
the hospital Sisters of the Order of St. 
Joseph as a vacation home. 

The estate of the late Dr. Edgar 
Burke, a retired New York surgeon, is 
a gift to the hospital Sisters from the 
Hartford diocese. 

It will be used by the Sisters at St. 
Francis Hospital, Hartford; St. Mary’s 
Hospital in Waterbury and possibly St. 
Joseph’s Hospital, Stamford. 

Dr. Burke had made extensive renova- 
tions before his death and little addi- 
tional work will be required. The home 
will accommodate about 12 Sisters at 
a time. 


The main house is set on a small ele- 
vation. Also on the property is a large 
garage, with an apartment in the loft, 
and a summer house. Crissey brook runs 
through the property. 


ILLINOIS 


Ground Broken for 
Resurrection Hospital, Chicago 


His Eminence Samuel Cardinal Stritch 
led an array of Church and Federal, 
state and city officials at the ground 
breaking ceremony for the first new hos- 
pital to be erected in Chicago during the 
past 29 years. 

Site of the proposed $3,335,000 Resur- 
rection Hospital in Norwood Park was 
donated by the nuns conducting Resur- 
rection Academy in Chicago who gave a 
30-acre plot for the institution. 

Mother Dolores, S.R., mother pro- 
vincial of the Sisters of the Resurrec- 
tion, designated Sister M. Gracyanna, 
S.R., R.N., in charge of the fund-raising 
campaign, to be the head of the new 
hospital. 


KANSAS 


Concordia’‘s New Nurses’ Home 
at St. Joseph's Completed 


The new three-story, $200,000 nurses’ 
home at St. Joseph’s Hospital in Con- 
cordia will provide facilities for 60 
nurses, including recreation and living 
quarters as well as classrooms.’ 

Individual laundry facilities are in the 
basement for the resident nurses, and 
on the first floor are demonstration 
rooms, classrooms, library, a small 
chapel, kitchenette, dinette, recreation 
and sewing rooms, the instructors’ offices 
and the office of the director of nurses. 
There are also two bedrooms on this 
floor. 

The second and third floors are de- 
voted to bedrooms for the nurses. 

The building has a half-basement and 
the main entrance is on the north side 
of the building. Two service entrances 
are on the south side, connecting with 
the concrete apron and service driveway 
to the hospital. 


MINNESOTA 


Breckenridge Hospital Construction 
Nears Completion 


The construction of the new St. 
Francis Hospital in Breckenridge is 
making rapid strides toward completion 
—the skeleton structure now rises up 
to the fifth floor. 

Rev. Benedict Petermeier recently 
blessed the cornerstone of the new school 
of nursing in a private ceremony. An- 
other project under way is the construc- 
tion of a nurses’ home. 


(Concluded on page 64A) 
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Sanetle ... Revolutionary, New 


SANITARY TYPE Hospital Waste Receiver 


with Exclusive 2-in-1 HANDLE 
that Protects against Infection! 















To Dispose of Contents 


STEP ON PEDAL AND LIFT OUT PAIL—> 


USING THE SAME HANDLE 
(Always Outside) 


<<—ENTIRE CAN IS EASILY CARRIED 


Handle always remains clean. No soiled hands 
. . . protects against infection. 
Only SANETTE has a hot-dipped galvanized 
pail . . . Outlasts several other pails. 
Ask for Model “H” in 3, 4, 5, 7 and 10 gal. sizes 
FOR 
Wards Nurseries Diet Kitchens Clinics 
Private Rooms Operating Rooms Laboratories 


Your dealer can supply all sizes. See catalog of complete line 
in Hospital Purchasing File, Section GA-7 . . . or send for 
folder S-327. 


MASTER METAL PRODUCTS, INC., 365 Chicago Street, Buffalo 4, N. Y. 
























= Efficie ncy | Waupun 
=>. | Memorial Hospital 
Cc araminatio” ©, Losses _| We = 
(>) . | 
Con 
omy 


Think Of All. 
The Reasons Why 


You Should Wark Everything with 


You wouldn’t knowingly 
wear someone else’s uni- 
form or clothing; you 
wouldn’t knowingly use 
linen from “contagious” in 
“maternity.” But how can 
you know unless things are 





WOVEN NAMES 








marked — marked with owner’s name or the places they belong? 


Danger of contamination is only one reason why Cash’s Woven 
Names are used so extensively in the medical and nursing world. 
Marking with Cash’s also reduces losses, ownership arguments, 
and increases both efficiency and economy. The name of hospital 
or personal owner, ward or department woven into a Cash’s 
Name Tape protects your belongings permanently. 


Cash’s bang 3 stand boiling, won't 
run or fade. They are easy to attach 
with thread or Cash’s NO-SO ? °° Gnas oun eee 
Boilproof Cement (25¢ a tube.) 6 Doz. $2.75 12 Doz. $3.75 


Ask your Dept. Store or write us your requirements. 
4 So. Norwalk 14, Conn. 
or 
S 6208 So. Gramercy PI., 
Los Angeles 44, Calif. 
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tions of the HUTTER family 
— through the HUTTER 
CONSTRUCTION COM- 
PANY — now serve the clien- 
tele established during the 
past 72 years of hospital and 
institutional building. 


The second and third genera- EB 


To those who bear the re- 
sponsibilties of building, 
HUTTER planning and con- 
struction have come to mean 
complete satisfaction. 


Fond du Lac, Wisconsin 





HuTTER CONSTRUCTION COMPANY 
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WAREHOUSE CLEARANCE 
LAUNDRY EQUIPMENT 


These must be sold. We are 
ready to close these units out 
at extremely low prices. 





AMERICAN 
HIGHSPEED TUMBLER 


3 compartments 40” long. Motor driven 
designed for 100 Ibs. steam pressure. 
One on hand — used in excellent con- 
dition. ‘ 





a 
HOFFMAN VORCLONE 
TUMBLER and DRYER 


Model 10160 
Type BAAA — 40” x 60”. Tumbler Motor 


driven. One on hand — Excellent con- 


dition. 








No. 51A FOOT POWER STEAM 


Operated 100 Ibs. steam pressure — 
5 on hand. Brand new. 


Write or Phone 
Robert O’Connor 


ACME EQUIPMENT CO. 
Chicago 6, Ill. | 


Incorporated 


126 S. Clinton St. 
Phone: Andover 3-3430 
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New Supplies and Equipment 


Production, Service, and Sales News for Hospital Buyers 





Will Ross Dead 


Will Ross, president of Will Ross, 
Inc., Milwaukee, Wis., died May 31 at 
the age of 62. Mr. Ross contracted 
tuberculosis as a boy and his subsequent 
hospital and sanitorium experiences led 
him to found his company which manu- 
factures and distributes hospital and 
sanitorium equipment and supplies. 

Mr. Ross was the 1944 president of 
the National Tuberculosis Association, 
the second layman to hold that office. 
He was an active participant in Mil- 
waukee civic affairs. 


New Microfilm Process 


A new method of making microfile 
copies of radiographs, and a new micro- 
filming machine specifically designed for 
that purpose, have been announced by 
the Eastman Kodak Company. The 
process is a two-stop duplicating tech- 





The new Eastman Microfilming Machine 


nique which permits the copying of 
hundreds of radiographs on a single roll 
of film. The machine that makes this 
possible is the Kodak Radiograph Micro- 
File Machine, Model 1. It is automatic 
and is constructed so that the operator 


| can introduce no variation in its opera- 


tion. This eliminates the possibility of 
human error and is the basis in large 
part of the company’s claim that the 


| machine always will produce microfile 


copies that are true reproductions of 
the original. 


| Oxygen Tags 


A new cylinder “Full and Empty” tag 
with a looped string is now obtainable 
from the Ohio Chemical & Surgical 
Equipment Co., 1400 E. Washington 
Ave., Madison, Wis. The looped string 





allows the hanging of the tag over the 
cylinder with or without the valve cap 
in place. The tag carries a convenient 
table for estimating the remaining hours 
of cylinder service. To obtain a supply 
of the new tags request Form No. 1088 
Rev. 


Surgaloy Mesh 


To meet the demand for metallic mesh 
in reconstructive surgery, Davis & Geck, 
Brooklyn, N. Y., have announced Prod- 





AY y a 
“Surgaloy” Mesh of stainless steel — 
Davis & Geck 





uct No. 71, Surgaloy Mesh of Stainless 
Steel. The new mesh is indicated for the 
repair of hernias and other large defects 
in soft tissues which cannot be approxi- 
mated readily with sutures. The new 
mesh acts as a substitute fascia plane 
until granulations grow into and organize 
the wire mesh in a connective tissue 
layer. The advantages of the new mesh 
are resistance to fragmentation, excep- 
tional strength, flexibility, complete in- 
ertness, and proper mesh size. It is 
available in one size only, 6 by 12 inches, 
50 by 50 mesh, wire diameter 0.003 
inches. It is packed flat, one sheet to an 
envelope, three envelopes to a box. 


Aero-Klenz Gel 


A new cream form of Aero-Klenz 
which deodorizes lesion odors for 8 
hours or longer is now available. Gel’s 
effectiveness is preserved by a moisture 
retaining agent making it ideal for use 
on top dressings. It is non-inflammable, 
non-staining, and in a nearly neutral 
state. It is sold by the American Hos- 
pital Supply Corporation, Evanston, IIl. 


Armour Medical Director 

Dr. Edward A. Barrett has been 
named regional medical director of the 
professional service division of The 
Armour Laboratories on the Pacific 
Coast with jurisdiction over nine west- 
ern states. 
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BERNARD’S 
"Weluet Smooth’ 


“CREME” DESSERTS 


@ A year-round dessert . . . especially good 
in the Summertime. Requires no additional 
milk or sugar. A premium product, contains 
the finest of whole milk powder, cane sugar 
and delicate flavors. 


Chocolate Carmelnut 
Cocoanut Banana 
Butterscotch Black Walnut 
Coffeemaple Pecan 

Orange — Cocoanut 


WRITE FOR complete information and 
prices. No obligation — of course. 


FOOD INDUSTRIES, INC. 
559 W. FULTON ST., CHICAGO 6, ILL. 











OLD X-RAY FILMS 


Have 
Real Cash 
Value 





Year after year dozens of Catholic hospitals 
sell their old films to us because they appre- 


ciate the integrity of our 


5 Point Policy 





q P ayment in full before you ship. 
€ No shipping cost to you. 
€ Nationwide service. 


Please write for puices 


DONALD McELROY 


622 West Monroe St. Chicago, Ill. 
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"VAPORIZER 


INHALATOR 


Now 
Equipped 
with 


Automatic 
Electric 
Cut-Off 














VAPOR AL 








A scientifically designed vaporizer- 
inhalator for the treatment of 
respiratory ailments. Vapors start 
quickly — no salt needed — no 
spurting. When vaporizer boils 
dry, current cuts off automatically until 
water is replenished and thermostat reset. 
Automatic cutoff on Models EV24 and EV22. 





Intermittent thermostat on Model EV6. For 
A.C. only. Separate medicine chamber, 
visible water level, and fully encased 
heater. Hospital tested and proved for safe, 
trouble-free efficiency. 


> 


USED IN Model EV8 (6 hours). . . .$13.95 


THOUSANDS OF HOSPITALS Model EV6 (1 hour)..... $ 6.50 
AND HOMES West Coast Prices Slightly Higher 
Order from your dealer; if not available order direct from 


SANIT-ALL PRODUCTS CORP. “5; 


Mokers of Baby-All Formula Sterilizers — Bottle Wormers — Nursers 
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| e MARKED 

| 7. VERY PERMANENTLY YOURS 

|@ 

| © " Applegate everlasting 

." indelible ink (silver 

| . base) requires heat, 

we lasts as long as the 
* cloth on which it is 

*. can oeaaan used. Applegate 

| _@ Ar N,STENC ri Xanno ink is long last- 

| *. ; EGATES LINEN ing, does not require 

e AeSouuTeLy moevel® heat. Both may be 

a" lope eee used with Applegate 

| @ PPLEGATE (HEMICAYY 4 Markers, pen or stencil. 

*e All ink orders filled 

| * * same day as received. 

° @ Visit Booth 753 

| @ @ > A.H.A. Convention 

eeeee —td — St. Louis 

| @ © @ ®@ ae 








APPLEGATE 
\\CHERAICAL COMPANY 


A} CHICAGO 37, ILL. 
63A 






5632 HARPER AVE. oall 

















Peace of Mind Is 
YOUR Bonus 


when you provide your student 
nurses, nurse aides, attendants 
and maids with 


SNOWHITE 
TAILORED 
UNIFORMS 


Snowhite offers you 
a wide choice of 
styles and materi- 
als that will meet 
your hospital stand- 
ards for neatness, 
launderability and 
long-time, econom- 
ical servie. 
Snowhite represent- 
atives are qualified 
to help you select 
uniforms and ac- 
cessories that will 
give your student 
nurses, aides, at- 
tendants and maids 
that well-groomed 
look which means 
so much to all of 
you. 

Our men will welcome your invitation 
to call. 


Snowhite virwent wee. 00. 


224 West Washington Street 
MILWAUKEE 4, WISCONSIN 


























COLLEGE 
OF 
SAINT 


TERESA 
WINONA, MINNESOTA 
o 
Combined Course in 
Nursing and 
Liberal Arts 
Leading to the Degree 
of 
Bachelor of Science in 
Nursing. 

e 


For particulars address 
THE SECRETARY 
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NEW YORK 


Cardinal Dedicates Nursing 
School in New York City 


His Eminence Francis Cardinal Spell- 
man, Archbishop of New York, recently 
presided at the dedication and blessing 
of the new $1,500,000, seven-story 
nurses’ school and residence of St. 
Clare’s Hospital. The new building will 
house and train 175 nurses. 

The new building, fireproof through- 
out, is of brick and steel construction 
with limestone trim to match the other 
hospital structures. The basement of the 
new structure has an auditorium seating 
200 plus a stage and dressing rooms, 
recreation room with facilities for games, 
music and writing and a motion picture 
projection booth. On the first floor is a 
reception room, individual mail and 
message boxes, and two large labora- 
tories. 

A library accommodating 60 persons 
with a shelf capacity of 15,000 volumes, 
work and supply rooms, laboratory for 
cooking classes, two general classrooms, 
a faculty room and offices are located 
on the second floor. The living quarters 
for the nurses are on the third, fourth, 
fifth, sixth and seventh floors. Each 
floor has 22 single rooms and two double 
rooms, a community sitting room, 
kitchen and laundry. 





CLASSIFIED WANTS 





Zinser Personnel Service is dedicated to the 
service of trained hospital personnel. If you 
are a nurse Superintendent, Instructor, Dieti- 
tian, Medical Technician or General Duty 
Staff Nursing looking for a position, please 
write us. Many splendid openings in all parts 
of the United States. Zinser Personnel Service, 
79 W. Monroe St., Chicage 12, Illinois. 








YOUR 
NURSES 
BADGES 


BALFOUR 


has expert designers and 


facilities 


for producing 


fine, custom made badges 
to fit your budget. 


Advise quantity you need 
and budget for free de- 
signs and estimate. 


OTHER BALFOUR SERVICES 
DIPLOMAS & 
CLASS RINGS 

Write us outlining 


your requirements 
for our proposal. 


C. S. & C. Dept. 


L. G. BALFOUR CO. 


FACTORIES 
ATTLEBORO - MASSACHUSETTS 


























X-RAY TECHNICIANS 
From Your X-RAY Fixing . . . 
Your Institution Too Can 





Sa SILVER COLLECTORS 
~ 


WRITE TODAY FOR COMPLETE DETAILS 





STATES SMELTING & REFINING CO. 
615 VICTORY ST. * LIMA, OHIO 








Keeps Food 
HOT or COLD 


STAINLESS STEEL 
At 
‘or es, sal- 
~ Aye etc. 
One Inset Dish in- 
cluded with each M 
G Server. 

Four additional in- 
set di to com- 
plete the set avail- 
able at extra cost. 








The M G STAINLESS 
STEEL SERVER is tried 
and proven .. . the 
solution to retaining 
appetizing food 
temperature! Stacks 
easily. Designed for 
long, sanitary service. 
Amazing results, 
Ideal for hospitals, 
institutions, etc. 


Write for detailed int ) 


MG SERVER, INC. 


P.O. Box 683, Sheboygan, Wis. 
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